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System of classification 


denture practice? 


© simplest and most accurate method of 
fiticial teeth for the edentulous patient. 


Sarupyte System of face and tooth form 
© trubyte Bioform System is simplicity 
the basic typal forms with which you 
familiar—Square, Tapering, 
Ovoid — are retained. To these 
three basic forms has been added 
the Square Tapering Form and 
three Ovoid modifications — 
pauare Ovoid, Tapering Ovoid, 
Square Tapering Ovoid. A 
large number of individual 
forms of typal and of inter- 
mediate or modified charac- 

fer are eliminated. Yet with 
these seven classifications 

of faces and teeth every 
normal selection require- 

ment may easily be met. 


Impression Cast 


of a typical 

healthy and 

good looking 
natural 


dentition. 


A Trubyte Bioform 


In addition to its simplified 
duplicate of 


Classification of outline form 
the Trubyte Bioform System 

; mcorporates two other major 

Sonstaercitions in facial harmony: the 

felationship existing between the 

Gingive-incisal aspect of the labial 

of the maxillary central and the 
Cuspids—22G 

of the face; the relationship 

Busting between the mesio-distal aspect 

or tne labial surface of the maxillary 

Sentra! and the cheek planes of the face. 


this patient's 


natural teeth. 


Centrals — 22E 


sueyie Biotorm Teeth are in harmony with all 
faere! dimensions. As a result they provide a 
ina simplicity of selection, and enable every 


Smewoaeagree of excellence in his prosthetic work. 


piotorm Selection Guide. 


meeey COMPANY OF NEW YORK 
NEW YORK 36, N.Y. 


/ He 
system of classification and tooth 
fing the finest possible esthetic results 
: 
Maas. 


Who 
is YOUR dentist ? 


@...and why is he your dentist? Because 
you have confidence in his ability. You depend 
upon his judgement o% procedure and materials. 

You know he will recommend GOLD where 


it is indicated. You have faith in his skill in 
GOLD. 


GOLD is the ONE metal in « wide enough 
selection of materials to assure particular phys- 
ical properties for specific purposes. 

if his use of GOLD costs you slightly more, 
you know it is worth « great deal more — in 
oral function, comfort and the preservation of 
your teeth — factors you can truly appreciate. 

Your patients can afford GOLD — and skill 
in GOLD warrants the confidence of your 


makes a G00D restoration BETTER” 


dental gold institute, inc, 


BOT 6S TIMES SQUARE STATION NEW TORK 18 


OENTALE GOLD 
INSTOTUTE 
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Major Carl L. Sitter, usmc 


THE HILL WAS STEEP, snow-covered, 600 feet 
high. Red-held, it cut our lifeline route from 
Hagan-ri to the sea; it had to be in our hands. 

Up its 45-degree face, Major Sitter led his 
handful of freezing, weary men—a company 
against a regiment! The hill blazed with 


enemy fire. Grenade fragments wounded the 
major’s face, chest, and arms. But he con- 
tinued heading the attack, exposing himself 
constantly to death, inspiring his men by his 
personal courage. After 36 furious hours the 
hill was won, the route to the sea secured. 
Major Sitter says: 

“Fighting the Commies in Korea has taught 


me one thing—in today’s world, peace is only 
for the strong! The men and women of 
America’s armed forces are building that 
strength right now. But we need your help— 
and one of the best ways you can help us is 
by buying United States Defense Bonds. 

“So buy bonds—and more bonds—starting 
right now. If you at home, and-we in the 
service, can make America stronger together, 
we'll have the peace we’re working for!” 


* * * 


Remember, when you're buying bonds for national de- 
fense, you’re also building a personal reserve of cash 
savings. Remember if you don’t save regularly, you 
generally don’t save at all. Money you take home usu- 
ally is money spent. Sign up today in the Payroll 
Savings Plan where you work, or the Bond-A-Month 
Plan where you bank. For your country’s security, and 
your own, buy U. S. Defense Bonds now! 


Peace is for the strong... 
Buy U S Defense Bonds now! 


= The U. S. Government does not pay for this advertisement. It is donated by this publication in cooperation with 
the Advertising Council and the Magazine Publishers of America. 


The Journal of the American Dental! Association, Vol. 44, No. 4. Published by the American Dental Association, 
222 E. Superior St., Chicago II, Ill. Yearly subscription $7.00 for U. S. and possessions; $8.00 for foreign coun- 
tries. Single copy seventy-five cents. Entered as second-class matter, December 3!, 1947, at the postoffice at 
Chicago, Ill., under the act of March 3, 1879. Published monthly. Copyright 1952 by the American Dental 
Association. The Journal of the American Dental Association is indexed in the Index to Dental Literature and, 
in part, in the Quarterly Cumulative Index Medicus, Biological Abstracts and Chemical Abstracts. 
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The 
Heart 
of 


Your Smile 
Is 
Your Teeth 


Kansas Crry, 1951 No. A superior plan for buy- 
Pay TO 


Tue onver or ADA Dentist $1502 ing your patients’ time- 
payment notes for den- 


TRAGE MARK 


922 Walnut Street Kansas City 6, Missouri 
For complete information without obligation mail this coupon TODAY! 


Reserve Plan, Inc. 
Suites 318-22, 922 Walnut Street, Kansas City 6, Mo. 


Please send me your literature containing information on your plan for buying 
monthly payment notes, given for dental care. 
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There’s more than a hundred diferent) 
Diamond Burs 


There is a diamond sharp, quick cutting, smooth running 
Crescent Diamond Bur or Stone for your every 
requirement. Designed to save your time (through greater 
efficiency), to save your money (through longer service 

life) and to save your patients from unnecessary suffering 
(through sharper, faster, less painful cutting) ... 

The diamonds are accurately and effectively spaced to 
minimize clogging. Available also in wheel and disc 
form. Burs and stones $3.25 each; in lots of 6 or more, 
$2.85 each. Introductory Kit of 18 Diamond Burs 

(for RA only) in handy plastic holder, only $24.50. * 
You'll never know how satisfactorily you can prepare a 

tooth until you've used a Crescent Diamond instrument. 


CRESCENT DENTAL MFG. CO. yt 


1839 S. Pulaski Rd., Chicago 23, lil. pe pet you may 


lect the points. 
Order through 


IN ™ 
your dealer © conn, re, 
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BRUSH METHOD... 
EXTREMELY SIMPLE, 
ACCURATE, PLASTIC 


ILLING. 


COMPLETE 
DATA AVAILABLE 


The Replica Brush Method for the placement 
of Replica fillings eliminates the need for un- 
wieldy, time-consuming use of matrices, re- 
‘teiners and pressure. Place Replica fillings 
rapidly, efficiently—with the material under 
your control at all times! Individual Replica 
brushes and Replica Brush Sets are available 
through your own dental supply house. 


DENTAL PRODUCTS, INC. » 219 EAST 44TH STREET » NEW YORK CITY 


AS 
NIC! 
4 
GES 
— - Uf 
NG MATERIAL 3 fy 
Write for the special 
oo 
j 
— 
} 


LOW-COST VACUUM INVESTING! 


tHe PATIENT 


HEXACHLOROPHENE 
Germa-Medica has won accept-| 
ance from doctors, nurses and 1 
dental and medical associations ! 
because it is a fine liquid soap 5 
containing hexachlorophene 
that makes serub-up easier and 
faster. A daily wash reduces ’ 
bacteria and the hazard of 1 


infection to a minimum. 
Hexachlorophene Germa-Medica 
leaves skin feeling really clean 
and soft ... never irritated. 
Have you discovered this fine 
soap yet? Ask for sample. 


HUNTINGTON 
LABORATORIES, INC. 


Huntington, Indiana 
Toronto, Ontario 


Every Dentist . 


Write for these educational 

FOR TEST RESULTS treatises and information on 

Send test results on Hexachlorophene Burton Diagnostic —Instru- 

_ Germa-Medica. ments. Sent absolutely FREE 
() Please send professional sample in plastic 


dispenser bottle. 3 on request. 
NAME 


Send for yours today! 
BURTON MANUFACTURING COMPANY 
11201 W. Pico Blvd., Los Angeles 64, Calif. 
city 


ADDRESS 
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AMAZING PERFORMANCE 
at an AMAZINGLY LOW PRICE 
The 
PELTON 
FL-2 
AUTOCLAVE 


So rast is the Pelton FL-2... it 
saves so much time by storing 
steam under pressure in its outer 


jacket ready for instant use .. . 
operators everywhere say that this 
compact, efficient autoclave will 
actually sterilize more material 
than a much larger autoclave in 
the same time. In addition to its 


speed, operators like its accurate 
pressure control, its easy care, its 
convenience, its safe operation and 
its beauty. And yet, with all of its 
outstanding features, its price is 
pleasingly low. 


SPECIAL PELTON CABINETS 
for FL-2 AUTOCLAVE 


These two Pelton cabinets have been 
designed especially to accommodate 
the FL-2. Graceful lines and quality 
construction are in keeping with the 
autoclave’s beauty and efficiency. 


See the FL-2 at your dealer’s. You will 


THE PELTON & CRANE CO., DETROIT 2, MICHIGAN 


; 
A-7 
| 
= | = = | 
| 
| 


Gp3 CAN TAKE THIS SORT OF BEATING! 


Hardened spoke casting being bent up without 
breaking, demonstrates Caps ‘s margin of safety. 


"SIX BALL CASE” SHOWS FIT OF 
HARDENED Cp3 CASTING ON THE 
MOST DIFFICULT KIND OF MODEL. 


This is a page from af cow 
G-3 data book. For the complete 
16 page book, write to The J. M. 
Ney Co., Hartford 1, Connecticut. 


The J. M. NEY COMPANY di 
Dependable Products ... Helpti/ Service 


Seuce 18/2 “PRESERVES THE WATURAL TEETH 


A 


FOR PRECISE 


IN ANTERIOR BRIDGES 


These are the backings 

to use in bridgework with Steele’s 
Flatback facings or Steele’s 
Trupontic teeth in New Hue 
shades. The gold labial face of these 
backings preserves the original 
shade of the tooth or facing. 


Steele’s Gol-Fac backings have all 
of the physical properties and 
mechanical advantages of the 
standard Steele’s P.G. backings, and 
are therefore adapted to either 

the solder or the casting technic. 
NOTE: in casting to any Steele’s 
backing, always use a protective 
type of investment (Steele’s 

Super Investment). 


THE COLUMBUS DENTAL MFG. CO. 
COLUMBUS 6, OHIO 


Backings 
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HROW AWAY THAT RABBIT’S FOOT... AND 


OVABLES 
PRECISioN 


Sure, you get a thrill of satisfaction when a partial goes 
smoothly and snugly to place. And maybe the thrill is all 
the greater when you've been keeping your fingers crossed 
and just hoping that it would turn out all right. 

But wouldn’t you get even more satisfaction out of feel- 
ing confident in advance that the casting was going to fit? 

That relaxing peace of mind is soon acquired by dentists 
who have tried REPLICAST precision removables. They learn 
that the “variables” of conventional casting methods have 
been eliminated in the Dresch-developed Repiicast technic, 
and that the resulting greater accuracy minimizes the need 
for tedious grinding and adjusting at the chair. Yet they get 
this added satisfaction at no greater cost 
to themselves. 

You, too, can enjoy this relief from pre- 
insertion worries. Mail the coupon or 
write for price-list and full particulars now. 


The Dresch Laboratories Company 


A 

1009 Jackson Street—Toledo 1, Ohio 2 
Tell me more about ‘Repuicast”’ precision removables. 

Dr 

Street Address 


City—Zone— State 
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WHAT ELSE IS THERE THAT GIVES AS GOOD RESULTS? 


There are thousands of dentists 
who are confirmed optimists on 
the value of Ammoniacal Silver 
Nitrate in dental health. Am- 
moniacal Silver Nitrate has been 
the cornerstone of success for 
many dentists. They use it for 


. what they get out of it. 
Unusually 


Close NW “dy You can now operate by Color. 
Chemical 


Conductors 

made clogiess 


Armed Services, to make applications of Ammoniacal Silver 
Nitrate colored blue, send for information. 


P. N. CONDIT BOSTON 17, MASS. U.S.A. 


CHINESE PROVERB 


“One picture is worth more 
than ten thousand words." 
. If true, then Columbia 
Dentoforms speak volumes. 
Write for Your Copy of CATALOG NO. 33 
*. COLUMBIA DENTOFORM CORPORATION 


“The House of A Thousand Models” 
Also Headquarters for Brown Precision Attachments 


131 East 23rd Street New York 10 


Giving us advance notice will keep the Journal coming to you 
are you without interruption. Here’s a handy form to use: 


Name 


Old Address 


New Address 


Mail to American Dental Association, 222 E. Superior St., Chicago 11, Ill. 
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hard, brilliant finist 


SDONTOGRAPHIC 
HIGH GRADE 7 
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Recommended technic for 
For dependable radiographs 
“X-rays in Dentistry.” 


both the film and chemicals 


must be dependable... always 


Certainty of results in every radiodontic examination rests in 
the dentist’s own hands. Uniform technic—both exposure 
and processing... uniform film and chemicals—all are es- FRA... 
sential. Kodak dental x-ray materials are made to work to- 
gether. They are dependable because they are tested and 
checked again and again to make sure their quality is uniform 
—package after package—year in, year out. 

Order Kodak Dental X-ray Film... Kodak Dental X-ray 
Processing Chemicals ... Kodak Dental X-ray Equipment 
and Accessories from your dental dealer. 


EASTMAN KODAK COMPANY, X-RAY DIVISION, ROCHESTER 4, N. Y. 
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for oral lesions due to 


vitamin B and C deficiencies 


Vitetrin 


Basic Formula Vitamin Tablets Squibb 


Vitetrin (formerly Basic Formula Vitamin Tablets 
Squibb) supplies therapeutic doses of four critical 
water-soluble vitamins essential for correction of oral 
lesions caused by B and C deficiencies. Vitetrin is 
a clinically proved formula as described and used by 
Jolliffe and Spies. (Thiamine content raised to 10 mg.) 


Each Vitetrin Tablet supplies: 


Thiamine Mononitrate . . . .. . . . 10mg. 


Dosage: 1 or 2 tablets daily. 
Supply: Bottles of 30, 100 and 250. 


WITETRIN’ IS A TRADEMARK OF E.R. SQUIBB & SONS, 
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Scientific impact tests prove’ 


the Vinylite* Denture Material 


is 2 to 3 times tougher than acrylics! 


Clinical records show that breakage of Luxene 44 dentures 
is negligible no matter what the condition of service. This rs 
is because Luxene 44 is 2 to 3 times tougher than acrylics. 
{As proven by impact tests conducted by the American 
Society for Testing Materials). Breakage through accident 
or stress of mastication causes much discomfort, embarrass- 
ment and extra expense. Most patients when shown how 
tougher Luxene 44 eliminates these hazards, willingly pay 
Another the slight extra cost. 

The constant use of Luxene 44 in any practice reduces the 
problem of repairs to an astonishingly low figure. You'll find 
that the few extra pennies you spend on Luxene 44, the 


reason why Vinylite* denture material, are worth dollars in satisfac- 
tion to your patient. { 
*Registered Trade Mark 
patients 
willingly 
pay more 


for 
LUXENE 44 


dentures The laboratories in your com- 

munity that make Luxene 44 have 
prepared a special Professional 
Aid Kit with which you (or your 
assistant) can actually demon- 
strate the extra advantages of 
Luxene 44 to your patients. Com- 
plete information on request. 


LUXENE, Inc. 118 East 25th St.. New York, N. Y. 
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It’s what you do at the chair, doctor 
plus 
what your patient does at home 
that adds up to sound oral hygiene. 


19 West 50 Street, New York 20, N.Yo" 2 
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The study of enamel by electron microscopy 


David B. Scott,* D.D.S.,M.S., and Ralph W. G. Wyckoff Ph.D., 


Bethesda, Md. 


During the century and a half that 
enamel has been studied under the opti- 
cal microscope the preparation of suit- 
able specimens has been a source of much 
difficulty. This is largely because enamel 
is the densest, the hardest and the most 
brittle of all biologic tissues. The earliest 
method of study, and the one still in 
commonest use, was examination of 
ground sections of extracted teeth. The 
basic principle of section-grinding has 
not changed over the years, and even 
though procedures and machines have 
been developed to a point where as many 
as two dozen nearly perfect sections can 
be prepared easily and rapidly from a 
single tooth, the thickness of the finished 
sections still is seldom less than 25 micra. 
The full resolving power of the optical 
microscope cannot be realized with such 
thick specimens, and there is little pros- 
pect that the situation can be measurably 
improved. It is a mark of the great in- 
genuity and perceptiveness of the early 
workers that from preparations of this 


type they should have described essen- 
tially all of the known structural com- 
ponents of the enamel in a way that is 
still preeminently acceptable. 

Toward the close of the nineteenth 
century, new technics were developed 
whereby fully calcified teeth could be 
demineralized to permit sectioning by the 
methods developed for microtomy of soft 
tissues. In sections prepared in this man- 
ner little or nothing remained of the 
enamel, and this led to the opinion that 
it was composed entirely of inorganic 
matter. The continuing belief by some 
histologists, however, that an organic 
framework persists throughout mature 
enamel fostered a further, and eventually 


Presented in a symposium before the Section on Re- 
search, ninety-second annual session of the American 
Dental Association, Washington, D.C., October 18, 1951. 

*Dental surgeon, National Institute of Dental Re- 
search, National Institutes of Health, Public Health 
Service, Federal Security Agency. 

Scientist director, National Institute of Arthritis and 
Metabolic Diseases, National Institutes of Health, Pub- 
lic Health Service, Federal Security Agency. 
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successful, search for methods by which 
such a nonmineral component could be 
preserved and revealed. These procedures 
have all depended basically on careful 
demineralization and they have gradually 
been improved to a point where large 
quantities of enamel matrix can now be 
isolated. The principal feature seen in 
sections of such material under the optical 
microscope has been a network outlining 
the regions which, prior to demineraliza- 
tion, were occupied by the enamel prisms. 
It has been satisfactorily demonstrated 
that this network is made up primarily of 
prism sheaths, but, since the prisms are 
separated by only about one micron of 
interprismatic substance, it has been diffi- 
cult to obtain a clear resolution of adja- 
cent sheaths into individual entities. Such 
examinations have not definitely deter- 
mined if the prism sheaths constitute the 
entire organic framework of mature 
enamel, or if there is additional organic 
material between the prism sheaths and 
within the prisms themselves. This has 
been a controversial issue and sufficient 
work has been done to indicate that the 
question probably cannot be settled by 
optical microscopy. 

In contrast to the progress that has 
been made in isolating and examining 
the organic matrix of mature enamel, 
attempts to observe the inorganic. crvs- 
talline component under the optical 
microscope have not met with success. 
Although much information on this com- 
ponent has been forthcoming from studies 
using roentgen ray diffraction, polarized 
light, and soft roentgen rays (grenz-rays) , 
the individual enamel crystals have not 
been seen. In fact, the evidence indicates 
that these crystals are too small to be 
visible under the optical microscope. 

In addition to the many studies of ma- 
ture enamel, considerable work: has been 
done to determine how it is formed and 
calcified. There have been extensive in- 
vestigations of the appositional pattern 
in which the ameloblasts lav down the 
enamel matrix and of the sequence in 
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which the inorganic salts are deposited 
within the matrix. The developing enamel 
matrix appears homogeneous, however, 
under the optical microscope, and its 
fine structure as well as the changes in 
this structure which occur during calci- 
fication have not been clearly visualized. 
In calcifying enamel, as in the case of 
mature enamel, the inorganic crystals 
have not been seen. 

Thus it is evident that serious restric- 
tions are imposed on the study of enamel 
structure both by the character of the 
specimens that have been available and 
by the limited resolving power of the 
optical microscope that has been used to 
view them. Future work undoubtedly will 
continue the improvement of technics to 
yield more revealing specimens, but the 
lower limit of what can be seen under the 
optical microscope is fixed. This latter 
fact has made an attack on the enamel 
structure with the electron microscope 
especially important, since this instrument 
has more than a hundred times the re- 
solving power of the optical microscope. 
with a correspondingly greater useful 
magnifying power. 


SPECIMEN PREPARATION 


Specimen preparation continues to be the 
principal problem when applying the 
electron microscope to the examination 
of enamel. The limited penetrating power 
of the electron beam in the present in- 
struments requires that specimens must 
be no more than 0.2 micron in thickness 
and the difficulties encountered in mak- 
ing such thin preparations from enamel 
can be readily imagined. There is no 
obvious way of preparing sections of 
fully calcified enamel thin enough for 
electron microscopy, but within the last 
year it has been possible to apply the 
recently developed thin-sectioning meth- 
ods to the study of both demineralized 
mature enamel and undemineralized de- 
veloping enamel. Before this. however, 
profitable studies of enamel have been 


made by a less direct method. This has 
involved preparation of a reproduction, 
or so-called replica, of the surface of a 
ground section in a sufficiently thin film. 
Various materials have been used for rep- 
licas,**? but nearly all those prepared by 
the investigators in this laboratory have 
been made with collodion.*"*® The pro- 
cedure for making collodion replicas 
has been described elsewhere in detail.’ 
A dilute collodion solution is applied 
to the surface of a ground section of 
enamel and after the film has dried the 
enamel is dissolved away from it by flo- 
tation in acid solution. The surface to be 
replicated is prepared in various fashions, 
the usual method being to polish it to a 
high finish and then etch it lightly to 
bring out the structural detail. After dis- 
solving the enamel, the replica is picked 
up on electron microscope specimen 
screens, shadowed with metal, and ex- 
amined under the electron microscope. 
The shadowing, which has become a 
standard procedure in electron micro- 
scopy, greatly improves contrast and sta- 
bility under the electron béam. It is done 
by the oblique evaporation of a thin 
coating of metal, only a few atoms thick, 
on to the surfaces of otherwise finished 
specimens. 

The development of thin-sectioning 
methods has by no means rendered the 
replica technic obsolete, for it is still the 
only means at hand for studying fully 
mineralized enamel. The ability to cut 
sections of demineralized enamel for di- 
rect examination, however, has tremen- 
dously extended the scope of electron 
microscope studies. In particular, it per- 
mits observation of enamel structure at 
high magnification in preparations com- 
parable to those that have been studied 
for many years with the optical micro- 
scope. 

The preparation of suitable sections is 
a most delicate procedure, for they must 
be both ultra-thin and no more than a 
square millimeter in area, the latter 
limitation being set both by the section- 


SCOTT—WYCKOFF . . 


ing method itself, and by the size of the 
sample which can be accommodated 
within the electron microscope. A plastic 
embedding and thermal expansion tech- 
nic™ for sectioning has been employed by 
the investigators in this laboratory which 
avoids many of the difficulties inher- 
ent in the use of more familiar em- 
bedding materials and readily gives sec- 
tions a fraction of a micron thick. In this 
method, small pieces of tissue, after fixa- 
tion and dehydration, are placed in gela- 
tin capsules containing a mixture of 
butyl and methyl methacrylate monomers 
and the plastic is polymerized in an oven 
at 45°C. Sections are cut from the re- 
sulting embedding on a standard rotary 
microtome which has as specimen holder 
a brass block that can be cooled a few 
degrees below room temperature by evap- 
orating carbon dioxide. As a result of 
such cooling the block contracts slightly. 
The block is then brought forward until 
the embedding is in line with the micro- 
tome knife and the advancing mechanism 
of the microtome is disconnected. As the 
block warms toward room temperature 


1. Richards, A. G., and Thomassen, L. The micro- 
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it expands, and the consequent forward 
advance of the embedding is minute and 
slow enough to permit sections of the 
desired thickness to be cut. In a single 
cooling as many as 50 sections can be 
made. In place of the standard metal 
microtome knife, the glass knife recently 
described** has been used to good ad- 
vantage for this sectioning. 

After cutting, the sections are trans- 
ferred from the knife to the surface of 
dioxane for flattening, thence to a water 
surface for washing. They are picked up 
from the water surface on specimen 
screens, and, after drying, the plastic is 
removed with suitable solvents. Finally, 
the sections are shadowed, after which 
they are ready for examination under the 
electron microscope. 

Thus far in these studies demineralized 
mature human enamel has been sec- 
tioned, and both demineralized and non- 
demineralized enamel from mouse and 
monkey teeth in various stages of de- 
velopment. Mouse teeth have proved 
useful, for they are so small that entire 
cross or longitudinal sections of molar 
crowns, and entire cross-sections of in- 
cisors, can be accommodated easily on 
the specimen screens and examined over 
their whole areas. 

In the course of the studies, distortion, 
apparently the result of relatively rough 
handling, was noted in sections of de- 
mineralized mature human enamel which 
had been embedded as described above. 
Consequently, a double embedding pro- 
cedure has been devised** in which thick 
ground sections of tooth crowns are em- 
bedded in toto in plastic immediately fol- 
lowing demineralization, care being taken 
to avoid handling or other disturbance 
of the tissue. Pieces of the proper size for 
sectioning are then cut from this primary 
embedding and reembedded in the stand- 
ard capsules, this being necessary to pro- 
vide blocks which can be adequately 
supported in the microtome. Besides af- 
fording superior sections, this method has 
proved of great value in permitting an 


exact localization of the region of the 
enamel to be studied, and a predetermi- 
nation of the direction of cutting. 


EXPLORATIONS OF THE STRUCTURE 
OF ENAMEL 


Over 10,000 micrographs have now been 
made in the laboratory of the National 
Institute of Dental Research from speci- 
mens prepared by the replica and thin- 
sectioning methods. The appearance of 
mature enamel as visualized in replicas 
depends to a great extent on the degree 
to which the surface of the ground sec- 
tion has been etched prior to replication. 
The variety of preparations that can thus 
be made has permitted an extensive ex- 
ploration of the fine structure of enamel.'” 
The typical appearance of the enamel 
prisms, the prism sheaths, and the inter- 
prismatic substance in replicas is shown 
in Figure 1. In most replicas a fine net- 
work of submicroscopic fibrils has been 
seen both within the prisms and in the 
interprismatic regions. Such a network 
also has been noted in replicas by other 
workers.** It has become evident, both in 
the enamel studies and in similar studies 
of the dentin,’* that a complete removal 
of all the tooth substance from replicas 
cannot be achieved by acid or even a sub- 
sequent enzymatic treatment; as a conse- 
quence small quantities of organic matter 
have remained trapped on the collodion. 
In many respects this has proved fortu- 
nate, for almost certainly the organic resi- 
due has provided the fibrous detail seen 
on the replicas. The resulting fact that 
replicas are not simply reproductions of 
surface structure has, however, made in- 
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Fig. 1. Electron micrographs of replicas made from the surfaces of etched ground 
sections of mature human enamel. (A) Lightly etched cross-section showing granular 
structure within and between prisms; (B and C) deeply etched cross-sections showing 
fibrillar network within and between prisms; (D) lightly etched longitudinal section 
showing fibrillar network within and between prisms. Magnifications: X8300 
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Fig. 2. Electron micrographs of thin sections of demineralized mature human enamel. 
(A) Cross-section showing prism sheaths and organic network within and between 
prisms; (B) slightly thinner cross-section showing individual intraprismatic fibrils more 
clearly; (C) oblique section showing fibrillar network within and between prisms; 
(D) longitudinal section showing interprismatic fibrils extending crosswise between 
prism sheaths. Magnifications: X6700 . 
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Fig. 3. Stages in enamel maturation, as seen under the electron microscope in a thin 
section through a developing molar from a 12 day old mouse. Tooth fixed and de- 
mineralized in Zenker’s solution. At left is photomicrograph (X300) showing regions 
of section from which electron micrographs A-D were made; (A) immature stage, 
in which matrix appears homogeneous; (B) transitional stage, in which fibril formation 
is beginning; (C) intermediate stage, in which matrix shows closely packed fibers; (D) 
mature stage, in which matrix fibrils are widely spaced. Magnifications: X8300 


| 


384 * THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Fig. 4. Crystal-like particles in a section of 
undemineralized enamel from a developing 
monkey molar. Magnification: X21,000 


terpretation of the electron micrographs 
more difficult. 

Observation of thin sections of demin- 
eralized mature enamel has provided the 
opportunity to study directly the struc- 
tures noted in the replicas, and the ex- 
istence of a fibrillar network within and 
between the enamel prisms has thus been 
definitely confirmed (Fig. 2).%° Figure 2 
also shows the sheaths that delimit the 
prisms, and in other micrographs there 
has been a suggestion that the prism 
sheaths themselves may be fibrous.*° The 
fibrils in the interprismatic substance ap- 
pear to extend more or less crosswise be- 
tween prism sheaths (Fig. 2, C, D), but 
thus far conclusions have not been 
reached regarding the orientation of the 
fibrils within the prisms. 

When the fibrillar network within and 
between the prisms was observed in the 
matrix of mature enamel, it became of 


interest to find out if the submicroscopic 
fibrils are already present when the or- 
ganic matrix is first laid down, or if, even 
under the electron microscope, the imma- 
ture matrix appears as structureless as it 
does under the optical microscope. In the 
thin sections of developing mouse enamel 
which have been examined under the 
electron microscope the fibrils have not 
been distinguished in freshly-formed mat- 
rix, and the substance has seemed devoid 
of a characteristic fine texture. Recent 
work has shown further that the matrix 
becomes fibrillar during calcification, the 
fibrils at first being packed closely to- 
gether, and later more and more separated 
as the enamel approaches complete ma- 
turity."* The appearance of the matrix at 
different stages in enamel maturation is 
shown in Figure 3. The photomicrograph, 
to which the electron micrographs have 
been related by connecting lines, shows 
how it is possible in sections of partly 
calcified mouse molars to see all the 
stages simultaneously. This is because the 
cuspal regions of molars reach full ma- 
turity considerably in advance of the 
cervical regions. 

The mechanism by which these changes 
in matrix structure are brought about is 
not known, but related chemical stud- 
ies'*'1%17 suggest that the reduction in 
matrix volume which occurs during cal- 
cification may be effected through de- 
hydration and condensation, rather than 
by loss of the organic substance itself. 

Progress comparable to that made in 
the electron microscopy of the organic 
component of the enamel has not been 
made in the investigation of the inorganic 
fraction. The only available means for 
studying the crystalline texture of fully 
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calcified enamel has been through the 
use of replicas. It had been hoped that 
the ground sections from which the rep- 
licas have been made might be etched 
so as to reveal crystal outlines, but all 
attempts with various types of acids, 
used at different concentrations and for 
different lengths of time, have so far 
produced only a granular texture in both 
the interprismatic and intraprismatic re- 
gions. Whether or not any significance 
should be attached to the mesh-like sub- 
microscopic fibrillar network which has 
been noted in such preparations and in 
sections of demineralized enamel has not 
been determined. The size and shape of 
the openings in this mesh conceivably 
could set upper limits to the dimensions 
of single crystalline ingredients of the 
enamel. 

In contrast to the foregoing observa- 
tions, crystal-like particles have been seen 
(Fig. 4) in those specimens of develop- 
ing monkey enamel which have been soft 
enough to section without preliminary 
demineralization. Further work is now 
under way to find out if they are com- 
plete single crystals, or pieces of crystals 
which were fragmented during specimen 


SCOTT—WYCKOFF . . 


. VOLUME 44, APRIL 1952 © 385 


preparation. Whatever they may be, it 
has been demonstrated by electron dif- 
fraction that crystalline apatite is present 
in the sections.** 


SUMMARY 


The morphological approach that has in 
the past been made to the study of enamel 
structure, and the manner in which the 
electron microscope is beginning to fur- 
ther this approach, have been described 
briefly. Use of this new instrument is still 
in its early stages but the results to date 
demonstrate clearly its great potentiali- 
ties. In time, as further progress is made 
in specimen preparation and instrumen- 
tation, and as more observations are 
made, knowledge of the structure and 
formation of the enamel will inevitably 
be greatly extended. For some time yet it 
will be essential to investigate normal 
enamel and to relate the electron micro- 
scopic findings carefully to those made 
earlier with the optical microscope. After 
this necessary background has been es- 
tablished, it will be feasible to proceed to 
studies of the structure of defective and 
diseased enamel. 


Worth Hearing Again * The amateur social doctors are like the amateur physicians—they always 
begin with the question of remedies, and they go at this without any diagnosis or any knowledge 
of the anatomy or the physiology of society. They never have any doubt of the efficacy of their 
remedies. They never take account of any ulterior effects which may be apprehended from the 
remedy itself. It generally troubles them not a whit that their remedy implies a complete recon- 
struction of society, or even a reconstruction of human nature. Against all such social quackery 
the obvious injunction to the quacks is, to mind their own business. William Graham Sumner, 
“What Social Classes Owe to Each Other,” 1883. 
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The temporomandibular joint 


Charles W. Miller, D.D.S., 


One of the problems of medicine and den- 
tistry is the dysfunctions of the temporo- 
mandibular joint, one of the most com- 
plicated and unique joints of the body.* 
Treatment of the dysfunctions is compli- 
cated by the difficulty in determining 
when the joint becomes an etiologic 
factor in producing the more or less bi- 
zarre syndromes attributed to it. Un- 
doubtedly, a contributing factor to this 
confusion is the amazingly spectacular re- 
lief from discomfort experienced by the 
patient when treated according to the 
precepts of one of the several schools of 
thought on the subject.? 

Most clinicians are familiar with the 
effects of violent extrinsic trauma. The 
symptoms of unilateral or bilateral dislo- 
cation of the temporomandibular joint 
would be difficult, if not impossible to 
misinterpret. It is a different problem to 
diagnose the symptoms caused by an in- 
trinsic traumatic factor.* 

Patients, knowing the temporomandib- 
ular joint to be the etiologic factor of 
their discomfort, will often describe pain- 
ful symptoms referred to the ear, the 
temporal region, the side of the face and 
down into the neck. They also report that 
the intensity of these painful symptoms 
varies from excruciating to complete al- 
leviation for various lengths of time, with 
or without treatment.* 

Costen,® Block and Harris®* and others 
report that this area of referred pain ex- 
tends from the regions of the occiput and 
the parietal bones to the frontal sinus 
and down into the throat. They also re- 
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port that their patients have exhibited one 
or all of the following symptoms: progres- 
sive loss of hearing; pain within and 
about the tinnitus; mild catarrhal 
deafness: dizziness due to the occlusion 
of the eustachian tubes; sinus headache 
without sinus or eye involvement; a burn- 
ing sensation of the tongue, throat, or 
nose; a disturbed function of the salivary 
glands.** report that treat- 
ment of the temporomandibular joint 
dysfunction has permanently cured or 
greatly improved some or all of these 
symptoms. Goodfriend’ reports that one 
of his successfully treated patients has 
been hospitalized with a diagnosis of 


ears; 
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Méniére’s syndrome; the otoneurologic 
diagnosis was toxic bilateral labrynthitis. 
Pippin’® reports that three of his patients 
were admitted to the hospital with a 
diagnosis of trigeminal neuralgia. Seaver™ 
states that, “there may be functional dis- 
turbances of the general nervous system 
through fear and pain, such that person- 
ality changes develop, even neuroses and 
psychoneurosis.” 

Periodontal disease can be related to 
dysfunction of the temporomandibular 
joint. It is common for patients to ex- 
hibit limited or distorted motion during 
the eccentric excursions of the mandible. 

That dysfunction of this joint is com- 
mon is shown by Goodfriend’ and Brus- 
sell’? in the results of their separate sur- 
veys. They reported, respectively, that 55 
per cent and 63 per cent of the patients 
examined showed evidence of temporo- 
mandibular joint involvement. Their sur- 
veys also showed that the percentage of 
persons afflicted with joint symptoms in- 
creased in direct ratio to their age. 
Throughout the literature it is evident 
that the great majority of patients, about 
95 per cent, are unaware of their tem- 
poromandibular joint dysfunction. It is 
not until the syndrome and its painful 
exacerbations approach the unbearable 
that these patients seek treatment. It de- 
pends on the particular characteristics 
that the symptoms exhibit to determine 
whether the physician or dentist is 
chosen to render that treatment. 


ANATOMIC FEATURES 


Another important factor to be consid- 
ered is the anatomic location of the 
temporomandibular joint. Examination 
at necropsy is next to impossible because 
of the disfiguring dissection required to 
view the joint, unless it is approached 
from inside the skull. This lack of fresh 
experimental subjects certainly contrib- 
utes to the limited knowledge of the 
joint. 

Rixford’ states, “the mandibular joint 
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is almost unique in the body in some of 
its particulars and presents some ana- 
tomic features peculiar to itself. For ex- 
ample, it is the only joint in the body in 
which there can be dislocation without 
rupture of the capsule. For the same 
reason, viz., the great extent and laxity 
of the capsule, the mandibular joint per- 
mits an extraordinary variety of motions; 
in fact there is hardly any other joint 
which will permit so many kinds of 
motion.” 

Functionally the temporomandibular 
joint combines the movements of a diar- 
throdial joint and a ginglymus joint. This 
is possible because each joint is composed 
of two distinct articulations: one, be- 
tween the condyle and the articular disk 
where the ginglymus movement occurs; 
the other, between the articular disk 
and the temporal bone where the ar- 
throdial movement takes place. The 
simultaneous action by these two artic- 
ulations, plus the fact that each motion 
is compensated by the joint on the op- 
posite side, produces the complicated 
movements of the mandible. 

The superior articulating surface of 
the temporomandibular joint is located 
on the basal surface of the squamous por- 
tion of the temporal bone. It presents, 
inferiorly, a convexoconcave surface 
anteroposteriorly. The convex portion of 
the surface is the articular tubercle which 
is formed by the anterior root of the 
zygomatic process. It is also the anterior 
limit of the joint, separating it from the 
infratemporal fossa. The concave portion 
of the surface is the mandibular fossa. 
It is continuous with the articular tu- 
bercle and ends posteriorly in the posterior 
articular process which separates the joint 
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from the tympanic portion of the tem- 
poral bone. The mandibular fossa is 
shaped to accommodate the head of the 
condyle, and its longitudinal axis is in a 
medial and slightly posterior position. 
The articulating surface is covered with 
fibrocartilage. This includes the articular 
tubercle and the adjacent anterior por- 
tion of the mandibular fossa. 

The fossa faces what could be consid- 
ered the major pull of the lateral ptery- 
goid muscles and directly toward the 
infratemporal fossa and the origin of the 
lateral pterygoid muscles.** 

The inferior articular surface of the 
temporomandibular joint is located on 
the anterior aspect of the head of the 
condylar process. This surface is covered 
with cartilage similar to the superior 
articulating surface. The head of the 
condyloid process is roughly a_ thick 
cylinder, although there are infinite vari- 
ations in shape, in the same individual as 
well as in different individuals. It is 
convex in all directions, and it is of 
greater diameter in external to internal 
direction than it is anteroposteriorly. Its 
longitudinal axis is medialward and 
slightly posterior to conform with the 
longitudinal axis of the mandibular fossa. 
These bony structures are incorporated 
into a joint by the enveloping fibro- 
cartilaginous articular capsule and _ its 
synovial membranous lining.’* It is at- 
tached above and anterior to the margins 
of the articular tubercle and posterior to 
the margins of the mandibular fossa of 
the temporal bone.** It is attached below 
to the neck of the condyle. The superior 
attachment of the capsule is loose, per- 
mitting gliding action between the artic- 
ular disk and the superior articulating 
surface. The capsule is tightly bound to 
the neck of the condyle at its inferior at- 
tachment. This, plus the rigid attachment 
of the articular capsule to the articular 
disk, accounts for the articular disk and 
condyle acting as a unit in the arthrodial 
movement while permitting the gingly- 
mus or hinge action between them.** The 


path of the condyle is the path of the 
articular disk. 

The articular disk is a fibrocartilagi- 
nous oval. It is relatively thin, ending 
posteriorly in a thickened border. It is so 
shaped that it fits both the superior and 
inferior articulating surfaces. It changes 
shape to adjust for the irregularities of 
the articulating surfaces, and its elasticity 
allows for absorption of shock and com- 
pression. Forward, medially and laterally, 
it is attached at its periphery to the 
articular capsule. This attachment is 
greatly strengthened by fibers from the 
lateral accessory ligament and the lateral 
pterygoid muscle. Posteriorly the disk is 
continuous with a thick layer of con- 
nective tissue that fuses with the posterior 
wall of the articular capsule. The close 
fixation of the articular disk to the head 
of the condyle is also owing to these last 
named attachments.’* This disk com- 
pletely divides the joint in two, forming 
a superior and inferior joint and joint 
spaces. Both joint spaces are completely 
lined with synovial membrane.** 

The accessory ligaments are the tem- 
poromandibular, the sphenomandibular 
and the stylomandibular. These are carti- 
laginous and their function is purely sup- 
port of the joint. The short, thick, double- 
headed, lateral pterygoid muscle moves 
the head of the condyle and the articular 
disk forward during eccentric man- 
dibular excursions. Its origin is from the 
infratemporal surface of the greater wing 
of the sphenoid bone and the lateral plate 
of the pterygoid process. Its insertion is in 
the articular capsule, the articular disk 
and the fovea on the anterior surface of 
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the neck of the condyle. The outward di- 
rection of the thick fibers makes possible 
its function. The lateral pterygoid muscle 
is the only muscle that moves the mandi- 
ble forward. Mandibular function de- 
pends on the action of the other muscles 
of mastication in conjunction with the 
lateral pterygoid. The lateral pterygoid 
muscle also maintains the condylar artic- 
ular disk relationship during forceful 
closing while the condyle is on the poste- 
rior slope of the articular eminence. It 
acts as a balancing and braking element."* 


TEMPOROMANDIBULAR JOINT 
DISEASES 


Gerry® has classified all diseases of this 
joint into three groups: those caused by 
systemic disturbances; those caused by 
malocclusion or absence of teeth; those 
caused by external trauma and disloca- 
tion. 

The joint dysfunctions associated with 
the first group would necessarily be 
treated with the systemic treatment of 
the generalized pathologic process. This 
is true- of rheumatoid arthritis.?® In this 
disease about 50 per cent of the patients 
have temporomandibular joint involve- 
ment. It exhibits the same clinical signs 
and symptoms of any other arthritic joint. 
Limited motion but no ankylosis has been 
reported both during and immediately 
after an acute exacerbation of the disease. 
Dental treatment should consist of re- 
stricting mandibular movements as much 
as possible until the acute symptoms sub- 
side. A regular course of increasing jaw 
exercise should then be maintained until 
the patient has satisfactory mandibular 
function. 

Hyperplasia of the head of the condyle 
is often seen in such diseases as osteo- 
chondroma, acromegaly, Paget’s disease 
and osteoid arthritis. The effect is an ex- 
cessive impulsion of the mandible down 
and forward with respect to the temporal 
bone.”° 
In the second group are placed the 
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temporomandibular joint dysfunctions 
that result from intrinsic traumatic fac- 
tors. Most important are the symptoms of 
temporomandibular arthrosis.* Premature 
contact between the cusps of malposi- 
tioned teeth causes the teeth to occlude 
in other than centric occlusion which dis- 
places the head of the condyle." Fre- 
quently the painful and noisy symptoms 
of this syndrome completely disappear 
or are tremendously improved when the 
traumatic condition has been removed. 
Also, in this group are the symptoms of 
Costen’s syndrome,”* a name given to a 
group of symptoms including painful in- 
volvement of the ear, decreased hearing, 
tinnitus, loss of eustachian tube patency 
caused by loss of vertical dimension in 
centric occlusion owing to the loss of the 
posterior teeth or by their abrasion. This 
loss of vertical dimension, according to 
Costen, allows the condyle to traumatize 
the articular disk causing wear and finally 
perforation, because the teeth do not ful- 
fill their function as stops when the con- 
dyle is in its normal position of centric 
relation.*® The condyle and mandibular 
fossa may show signs of wear to the ex- 
tent that there may be an exposure of the 
dura immediately superior to the mandib- 
ular fossa. This loss of vertical dimension 
and resulting overclosure supposedly 
allows the condyle to move posteriorly be- 
yond its normal position causing compres- 
sion of the tissues that fill the space be- 
tween the joint and the tympanic process. 
The compression of this tissue is sup- 
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posedly relayed by the chorda tympani 
nerve in the pterygotympanic fissure and 
the auriculotemporal nerve at the neck of 
the condyle, producing auditory dis- 
turbances and neuralgias. It is also be- 
lieved that overclosure allows a distal 
displacement of the mandible, causing a 
loss of patency of the eustachian tube 
owing to the compression of the soft tis- 
sues of the Good- 
friend** states, “The influence of the 
mandibular joint disease in the etiology 
of deafness is predisposing by trauma and 
inflammation; and exciting by reflex in- 
fluence upon the  auriculo-temporal 
nerve.” 

Many clinicians refute the theory of 
Costen’s syndrome. Shapiro and Truex”® 
state that they have never seen a perfora- 
tion of the articular disk or of the roof 
of the mandibular fossa. 

Sicher*®® also disclaims the possibility 
of condylar action causing bony erosion. 
He calls attention to the fact that about 
20 per cent of all perso,~s have’ congenital 
defects in the floor of the bony acoustic 
meatus which is caused by arrested de- 
velopment of the tympanic bone. He 
declares that the anatomic position of 
the auriculotemporal and chorda tym- 
panic nerves is such that they are well 
protected. The chorda tympani nerve* 
is composed of parasympathetic fibers 
which are concerned with the taste 
mechanism of the anterior portion of the 
tongue and secretory fibers for the glands 
of the oral cavity. 

Sicher describes a process of the 
tegmen tympani which is interposed be- 
tween the tympanic and squamous por- 
tions of the temporal bone, which pre- 
cludes condylar encroachment of the 
tympanic process. DeVere*™ is unable to 
demonstrate this process or this relation- 
ship. Others**:** give evidence that dam- 
age to the ear and to the patient’s hear- 
ing is caused by congenital defects and 
inflammatory processes and not to the 
distal displacement of the head of the 
condyle. Sicher’® and Shapiro and 


Truex*® believe that occlusion of the 
eustachian tubes by compression of the 
surrounding soft tissues has no relation- 
ship to distal displacement of the head 
of the condyle. 

Mandibular overclosure, on the other 
hand, will produce symptoms caused by 
a breakdown of muscular balance and 
a loss of normal relationship between the 
condyle and the articular disk. This 
causes an impairment of the forward 
sliding movement of the condyle and disk 
on the articular tubercle. The result is a 
deforming arthritis of traumatic origin.” 

Goodfriend** states that malocclusion 
is the cause of the disease and restoration 
of the proper intermaxillary relations is 
the proper treatment. This has been 
noted at St. Albans. 

The third group of Gerry’s classifica- 
tion consists of temporomandibular dys- 
functions caused by extraoral or extrinsic 
trauma. The most spectacular of these 
are dislocations and fractures of the neck 
of the condyle. Salman** has written at 
length concerning the treatment of both 
of these maladies, and he reports com- 
plete success by immobilizing the jaw 
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with intermaxillary wiring for extended 
and varying lengths of time. He classifies 
subluxations as self-reducing dislocations 
and also prescribes intermaxillary wiring. 
Gerry® also reports success following the 
fixation of dislocations, particularly those 
in which edema is present in only one 
joint and where there is a shift of occlu- 
sion to the opposite side. These cases 
should be rested at least a week. This 
immediate treatment of dislocations is of 
the greatest importance since so many of 
them become chronic subluxations with 
resultant hypermobility of the joint. 
Gerry*® also reports several interesting 
results with this treatment of cases of 
chronic dislocations. The patients re- 
ceived immediate relief from discomfort 
and many of them were permanently 
improved. 

Dorrance** has treated hypermobility 
of the temporomandibular joint by pro- 
ducing scar tissue on the articular sur- 
faces. He traumatizes the surfaces with a 
needle. 

Schultz*”:** has made extensive studies 
of hypermobility of the temporomandibu- 
lar joint. He has written at length and 
advocates the injection of sclerosing 
agents into the joint cavity. The technic 
described is simple and the solutions used 
are readily available. They report relief 
from symptoms in from 6 to 24 hours. 
However, some joints which have greatly 
deteriorated cannot be helped in this 
manner and surgical treatment is the 
only recourse. At St. Albans it is felt 
that about 80 per cent of the cases 
treated have been definitely improved or 
cured. So far this group includes about 
60 cases. 

Down through the years there are to 
be found those clinicians that advocate 
extirpation of the articular disk as the 
treatment of temporomandibular arthro- 
sis. Annadale,** in 1887, Lang,*® in 1909, 
and Boman,*! in 1947, advocate this 
radical procedure for those cases which 
have resisted the more conventional types 
of treatment. This surgical procedure, 
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although accompanied with a temporary 
paresis of the facial nerve, is remarkably 
free of any permanent facial paralysis, 
considering the proximity of the facial 
nerve to the site of the operation. 

After the articular disk has been re- 
moved, the patient is usually free of 
all symptoms and can masticate freely. 
A loosening of the insertion of the lower 
portion of the lateral pterygoid muscle, 
at the time of operation, will control the 
tendency toward dislocation. However, 
there are some permanent changes in 
the movements of the mandible, limiting 
the lateral excursion toward the un- 
treated side. It stands to reason that 
there would be a change in the condylar 
path and in the vertical dimension of the 
physiological rest position on the affected 
side. There can be no doubt that when 
all other forms of treatment fail and the 
patient’s symptoms are severe enough 
to warrant it, that this is the only re- 
course. 

The Chalmers J. Lyons Club,*? after 
an analysis of 120 cases of condylar frac- 
tures, came to the conclusion that inter- 
maxillary fixation is the favored treat- 
ment, particularly when coupled with 
manipulation of the fragments in order 
to obtain better repositioning. They also 
found that function was not impaired 
and ankylosis did not occur in any of 
the cases, except one, even when the 
repositioning of the fragments was not 
accurate. It is in the fracture of the neck 
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of the condyle that the much maligned 
auriculotemporal nerve may become in- 
volved. 

Ankylosis of the temporomandibular 
joint®® is usually the result of an acute 
inflammatory condition caused by ex- 
trinsic trauma, although it may result 
from acute exanthematous diseases. It 
is most frequently found in very young 
children. Its onset is insidious with grad- 
ual limitation of motion over an ex- 
tended period of a year or more. The 
treatment is condylectomy of the anky- 
losed condyle** or at least excision of a 
2 cm. section of the superior portion of 
the ramus.***® There is apparently no 
lasting deformity or malfunction follow- 
ing this operation. This proved to be true 
of the case done at St. Albans in March, 
1949. 

The histologic and anatomic findings 
of Robinson’s’* extensive study show con- 
clusively that the temporomandibular 
joint is not a stress bearing joint. The 
stresses of mastication are received and 
dissipated by the dental arches as a 
result of the pull of the muscles of mas- 
tication. The histologic structures found 
in the joint also prove that the joint is 
free from stress. The articular disk is 
covered by a definite layer of synovial 
membrane which is found in diarthrodial 
joints only over nonstress bearing tissues. 
It is thick and vascular fibrocartilage 
which is only found in nonstress bearing 
areas. The absence of cancellous bone 
in the glenoid fossa makes it obvious that 
stresses are not transmitted by the con- 
dyle to the temporal bone. 


ROENTGENOGRAMS OF 
DOUBTFUL VALUE 


The structure and anatomic position of 
the temporomandibular joint does not 
permit the collection of roentgenograms 
of diagnostic value with any ease. Al- 
though the joint can be viewed in appar- 
ently clear pictures, it is probably con- 
jecture to read into them “any evidence 


of the irregularities of bone destruction 
and any other abnormality of the bony 
structures.”*® The conditions which are 
necessary in order to take roengeno- 
grams of the joint make them of doubt- 
ful value even in considering the rela- 
tionship of the head of the condyle to 
the other components of the temporo- 
mandibular joint. 

Bleiker* reports success in the use of 
laminagrams, as suggested by Moore,*® 
at a depth of 2.5 cm. However, Shapiro 
and Truex’ state that laminagrams do 
not give a true picture and are of no 
diagnostic value. Gough** uses tomog- 
raphy for study of the temporomandibu- 
lar joint. The anatomic relationship is 
supposedly good but differentiation is 
totally lacking. 

Cinefluoroscopic study of mandibular 
movements does not appear to be of 
diagnostic value. However, it might be 
possible to gain more definite informa- 
tion of mandibular movements in both 
health and disease. This would un- 
doubtedly change opinions as to the rela- 
tive importance of contributing factors 
of temporomandibular arthrosis. 


SUMMARY 


The temporomandibular joint is a com- 
pound complex joint. Associated with 
its dysfunctions are painful symptoms 
extending over the side of the head, 
face and neck. Costen grouped these 
symptoms into a syndrome which now 
bears his name. Anatomists have proved 
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conclusively that the Costen school’s ex- 
planation of this syndrome is anatomi- 
cally impossible. It seems more plausible 
to accept arthritic changes in the joint 
as the etiologic factor of temporoman- 
dibular arthrosis. Subluxations, disloca- 
tions and fractures involving the joint 
are all treated by immobilization. Inter- 
maxillary wiring is the preferred treat- 
ment. Equilibration of occlusion and 
establishing the proper vertical dimen- 
sion in centric occlusion has been proved 
to be a prerequisite to the successful 
treatment of temporomandibular dys- 
functions. Roentgenographic studies are 
not universally accepted as diagnostic 
aids in temporomandibular arthrosis. 
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CONCLUSIONS 


Temporomandibular joint dysfunction: is 
a problem of differential diagnosis. The 
complicated structure and function plus 
the anatomic location of the temporo- 
mandibular joint has led to many mis- 
conceptions concerning the etiology of 
temporomandibular joint arthrosis. The 
symptoms of temporomandibular joint 
syndromes do exist. They are owing to 
trauma either with or without arthritic 
changes. Treatment consists of removal 
of the traumatic etiologic factor, repair 
of the damage caused by trauma and 
palliative treatment of the arthritic 
changes. 


Anterior fixed bridge prosthesis 


Robert G. Pinkerton, D.D.S., Chicago 


The purpose of this presentation is to 
describe a bridge construction in which 
alginate was used for the impression 
material. The restoration was an im- 
mediate fixed bridge which required 
extra precaution to assure seating after 
extraction. In most immediate restora- 
tions of this type it is safer to fit the re- 
tainers in the mouth before taking the 
final impression to complete the bridge. 

The upper right central incisor was to 
be extracted. The right lateral incisor 
and the left central incisor were to be 
utilized as abutments. On the patient’s 
first visit, a thorough mouth examination 
was made. Cavities, gum condition, oc- 
clusion, general health, missing teeth, 
shade of teeth, occupation and _ habits 
were listed. Roentgenograms were taken 


and alginate impressions of the entire 
upper and lower arches were made. 
With the aid of the roentgenograms 
and the study casts, the best manner of 
restoring the mouth was determined. The 
alginate impressions were washed in 
running water, dried of free surface 
moisture and poured in stone. The re- 
sulting study casts were not altered in 
any way and they were kept as a record 
of the mouth before any work was begun. 
After the initial set, the poured im- 
pressions were placed in a humidor to 
complete the setting. When set, the 
models were removed from the impres- 
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Fig. 1 * Duplicate model used for pontic selec- 
tron and for making T bands for direct wax 


carving 


sions which were then repoured in half 
and half, plaster and stone. The original 
models were mounted in an adjustable 
articulator and the mandibular excur- 
sions studied. The duplicate models were 
used for pontic selection and for making 
accurately fitting ‘T bands for direct wax 
carving (Fig. 1). 

At the patient’s second appointment, 
after the roentgenograms, Casts and ex- 
amination chart had been studied, a 
definite plan of procedure was outlined 
and explained to the patient. Neither of 
the abutment teeth were carious and re- 
tainers of the extracoronal type were in- 
dicated. Although esthetics were impor- 
tant to this individual, cutting jacket 
thimble crown preparations were not 
necessary or justified. 

Preliminary preparations on the dup- 
licate casts indicated that inlays would 
give sufficient retention without undue 
metallic display and cause the least loss 
of tooth structure. 

Since an immediate fixed bridge was 
acceptable to the patient, the retainer 
and abutment preparations were made 
following the usual procedures for such 
preparations.’ A pin inlay was prepared 
for the left central incisor and a three- 
quarter veneer crown prepared for the 
right lateral incisor with a short pin in 
its cingulum. 

The upper impression and wax bite 
were then taken. The lower cast of the 


duplicate model previously made was 
used for a final fabrication. To obtain a 
sharp impression, common pins were cut 
about three-sixteenths or a quarter of an 
inch below the head, depending on the 
depth of the pin hole (Fig. 2, top left). 
The ends were smoothed, covered with a 
film of sticky wax, dipped in warm inlay 
wax and pumped up and down into the 
pin holes until they were firm yet could 
be removed without undue sticking. A 
pair of old cotton pliers ground to form 
grooves which firmly held the pins were 
used to work the pins into the holes. Fig- 
ure 2, top right, shows the pins in place. 

A piece of ordinary store string im- 
pregnated with 8 per cent zinc chloride 
was tied around the teeth to displace the 
gum tissue temporarily. The pins were 
cut to allow at least one cighth of an inch 
to extend from the tooth surface. This 
provided sufficient bulk of alginate to 
prevent the pin head from tearing 
through. The strings were then removed 
from the teeth. A saliva ejector was 
placed in the mouth and a cotton roll 
inserted under the upper lip. The cotton 
roll eliminated a severe labial undercut 
which might have torn the delicate cav- 
ity margins of the impression. While this 
was being done, the abutment teeth were 
dried and alginate was painted rapidly 
in the grooves and around the pins with 
a small brush. 

The assistant had previously selected 
and prepared a tray filled with alginate 
which was quickly pressed to position. 
Controlled impression depth was assured 
by the use of wax stops in the floor of the 
tray. The wax stops also provided stabil- 
ity of the impression during gelation of 
the alginate. Care was taken not to re- 
move the impression too soon since this 
would allow the pins to tear through the 
alginate. When set, the impression was 
removed with a snap in the direction of 
the long axes of the teeth. The material 
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resists tearing better if removed suddenly. 
Sharp clear margins were obtained in the 
impression and it was washed and dried 
of free surface air blasts 
(Fig. 2, bottom) 

The pin devised by Dr. Spiro was used 
to facilitate the pattern carving. The 
wings of this pin were inserted into the 
labiogingival and linguogingival margins 
of the impression of the teeth which con- 
tacted the abutment teeth (Fig. 3, top). 
This allowed a single pouring of stone. 
When set, these teeth were removable. A 
thin blade was placed between the wings 
of the pin which made a clean fracture 
at the ginvival margin of the tooth. The 
tube remaining in the body of the cast 
received the pin for replacing the tooth. 
This feature gave access to the abutment 
teeth and simplified the wax carving on 
the model (Fig. 3, bottom). These pins 
were made by using orthodontic tubing 
and .040 gage wire. 

The impression thus prepared was then 
poured by vibrating thick masses of stone 


moisture by 


= 
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Fig. 2 * Top left: Steps in pin preparation 
and pliers used to hold them. Top right: 
Waxed pins in place. Bottom: Alginate im- 
pressions showing pins protruding from prep- 
arations 
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the size of a large match head over the 
lingual surface of the abutment teeth. 
The impression was rotated so as to con- 
trol the flow of the stone in thin layers 
and thus avoid air traps. A very heavy 
mix of stone was used and care was exer- 
cised in order to insure that the impres- 
sion would not be over-vibrated. Over- 
vibration woul¢ have driven the water to 
the surfaces giving the cast a chalky soft 
surface. When filled, the impression was 
placed in a humidor. After completely 
setting, the casts were removed from the 
impressions, trimmed and placed on a 
stand in a pan. The melted petrolatum, 
which was in the bottom of the pan, had 
a temperature of 199° F. Care was taken 
not to overheat the petrolatum since 
temperatures higher than 190° F. would 
dehydrate the model and if carried too 
high might cause the petrolatum to flash. 

The models were basted with a brush, 
charged with the petrclatum, three or 
four times over a period of 20 minutes. 
The excess petrolatum was shaken off the 
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Bottom: Model with tooth adjacent to 
the abutment tooth removed to facili- 
tate carving 


models and more of it was removed with 
a cloth and blasts of air. Two small in- 
expensive brushes were used. First, the 
model was brushed and then the petro- 
latum was removed from the brush by 
wiping it on a towel. The second brush 
was used to polish the model further. 
When this was completed, the models had 
a polished tempered surface from which 


Fig. 4 © Pattern carving on model using T 


bands 


Fig. 3 * Top: Enlarged drawing of the 
Spiro pin in the impression. 


wax patterns were readily drawn. With 
the models articulated, the retainers were 
carved. T bands filled with warm inlay 
wax were partially and repeatedly im- 
pressed over the abutment teeth until the 
wax completely filled and covered them. 
This procedure was similar to that used 
in the mouth for direct patterns, but 
afforded access which facilitated carving 
Fig. 4). 

The patterns were sprued, invested and 
cast in extra hard gold. The sprues were 
not removed until the castings were tried 
on the natural teeth. After they were re- 
moved, the fit, bite and contact were 
adjusted, and a wax bite was taken (Fig. 
5, left). 

A final impression, with the retainers 
in place, was made. What I call a re- 
tainer stabilizer was used to eliminate the 
use of plaster and to get an impression in 
one piece. This stabilizer consisted of 
tubing and .040 gage wire and sheet 
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copper. It had been fitted previously to 
the abutment teeth of the duplicate 
model. The inlays in place were slightly 
lubricated and a small amount of filling 
porcelain was put in the stabilizer. This 
was carried to place over the abutment 
teeth. When the porcelain had set, the 
tray, filled with alginate, was carried to 
place over the stabilizer and teeth (Fig. 
5, right). The stabilizer and porcelain 
were embedded in the impression. This 
provided a hard unyielding foundation 
into which the inlays were accurately 
placed. They were luted with sticky wax 
since a stone model was to be poured 
(Fig. 6, left). The retainers were anti- 
fluxed and the model was poured in low 
fusing metal (Fig. 6, right). 

Many operators avoid the use of pin 
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pontics because of the difficulty of re- 
placement in case of breakage. However, 
building a harmonious relationship in all 
mandibular excursions not only prevents 
breakage but helps to eliminate undue 
biological damage.* * Because of the lack 
of bulk in both the metallic structure and 
the porcelain, care was used in pontic 
selection to avoid breakage, poor esthet- 
ics and faulty hygiene.* A pin pontic with 
a porcelain saddle was ground in and the 
backing carved, invested and cast. The 
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Fig. 5 @ Left: Sprues removed and inlays in place on natural teeth. Right: Retainer 


stabilizer in place over inlays 


and pontic in place 


Fig. 6 * Left: Impression with inlays set in stabilizers. Right: Metal model with inlays 
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Fig. 7 e Left 


after extraction 


Lingual vieu 


pontic and backing were then aligned 
with the retainers and the cast backing 
soldered to the retainers. The fabricated 
bridge was smoothed, heat-treated in the 
furnace and polished. The root tip was 
glazed and the bridge was ready to set 
temporarily. At the patient’s next visit. 
the right central incisor was extracted. A 
small piece of absorbable cellulose was 
placed in the socket to hasten clotting. 
Since resorption is unpredictable, the 


bridge and pontic were temporarily set, 
using an exceedingly thin mix of cugenol- 
zinc oxide. The saddle was made to con- 
form to the ridge shape so there would 
be no encroachment on the bone or soft 
7, left). The 


tissue by the pontic (Fig. 


of immediate bridge 


Right: Mouth of patient six weeks 


occlusion was checked and the patient 
advised to return in a few days for any 
adjustment that would be needed or to 
report any loosening of the temporarily 
cemented bridge. A period of six weeks 
elapsed before final cementation (Fig. 7, 
right 

When a healthy well-healed ridge was 
evident, and in the opinion of the oper- 
ator enough time had elapsed, the bridge 
was removed, cleaned and set with ce- 
ment. 

An indirect technic has been described 
which may be useful to the general prac- 
titioner who wishes to use alginate to 
make patterns. 

7200 Exchange Avenue 


Scientific Records * We must expect inferior science from those who cannot work at the great 
research centers, until mechanisms are developed to insure that every scientist, no matter where 
he may be, may have access to the record of science to the full extent to which it can contribute 


to his investigations. R. R 


Shaw, Science 108:148, 1948. 
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Diagnosis and correction of occlusal 


disharmonies in preparation for fixed restorations 


Ernest B. Nuttall, D.D.S., Baltimore 


The need for an adequate diagnosis has 
always existed in dentistry. Admitting 
that operations by the early dentists were 
generally limited to those services which 
attempted to relieve pain, it was necessary 
for them to locate the involved tooth or 
tecth. The crude appliances constructed 
for the replacement of teeth likewise re- 
quired diagnostic considerations. As den- 
tal treatment evolved from a secret art to 
scientific procedure the im- 
portance of a background in the biolog- 
ical sciences was realized. Although the 
early textbooks and the literature stressed 
the mechanical aspects and were con- 
cerned largely with methods of rendering 
dental services, the biological considera- 
tions were not totally overlooked. At the 
the twentieth 
Prothero and 
pointed out the importance of consider- 


a more 


beginning of century 


George Evans, Goslee 
ing physiological factors, occlusion and 
the distribution of forces of mastication 
in diagnosing conditions requiring crown 
and bridge prosthesis. 

This appreciation of the importance of 
diagnosis by many members of the pro- 
fession undoubtedly was responsible for 
the advancement in diagnostic procedure 
and the development of diagnostic aids. 
It is certain that the present concept is 
the result of an evolutionary process and 
is in no sense new. Therefore, the failure 
to diagnose dental conditions properly is 


probably owing to the fact that it is time 
consuming and appears to be relatively 
nonprofitable. It may also be pointed out 
that too many dental services probably 
are influenced greatly by preconceived 
opinions of the operator and the patient. 
For example, if a tooth is carious and not 
extremely important esthetically it is re- 
moved regardless of its possible impor- 
tance in the dental arch. The results of 
such treatment frequently complicate 
restorative procedures and the extraction 
is regretted later by both the dentist and 
the patient. The time required to estab- 
lish a mutual understanding of the den- 
tal problem is surely justified if the pri- 
mary objective of oral health is to be 
achieved. 

The value of any dental service de- 
pends on the accuracy of the diagnosis 
and the therapeutic quality of the treat- 
ment. This is especially true in fixed den- 
tal restorations which are mechanically 
constructed, yet must be compatible with 
the biologic limitations of the tissues in- 
volved. Fixed dental restorations include 
all of the curative remedies employed in 
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restoring individual teeth and in replac- 
ing one or more teeth. The simplest one- 
surface restoration, complete and partial 
veneer crowns and multiple-unit fixed 
bridges are fixed dental restorations. 

It is generally accepted that a back- 
ground of knowledge upon which diag- 
nostic and treatment procedures depend 
is the most important prerequisite of a 
practitioner of dentistry. The proper utili- 
zation of this foundation is the only 
means of providing the necessary treat- 
ment for a patient. Too frequently a den- 
tal service is referred to as “poor den- 
tistry.”” What constitutes poor dentistry? 
Does it mean the rendering’ of an im- 
proper service, or the inferior execution 
of the indicated service? The dentistry 
may have emanated from the fingers 
rather than from the mind. There are 
many examples of well executed dental 
restorations which should not have been 
constructed at all. The operator’s lack of 
training in the biological concepts would 
account for his failure to diagnose prop- 
erly the oral conditions. The . result is 
that an excellently executed technical 
service is poor dentistry. On the other 
hand, an amalgam restoration not having 
good anatomic form and not polished 
may be judged poor dentistry by super- 
ficial observation; yet the preparation is 
excellent, proper pulp protection is main- 
tained, the amalgam is well condensed 
and good efficient function is restored. 
Contrast this service with a beautifully 
carved and polished amalgam restoration 
in a tooth in which all of the caries was 
not removed; on superficial observation 
the result would be judged good den- 
tistry. The quality of the dental service is 
sometimes based on the appearance of 
materials. For example, the use of clear 
acrylic in appliances has merit because it 
has a clean appearance and satisfies 
esthetic demands. Good dentistry is not 
measured by the beauty and fascinating 
intricacy of design of the appliance. 
Therefore, a valid opinion of the type of 
dentistry cannot be obtained from its ap- 
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pearance. Good dentistry is the restora- 
tion of function and the preservation of 
oral health. 


IMPORTANCE OF CORRECT 
DIAGNOSIS 


It is the purpose of this paper to discuss 
the relation of diagnosis and treatment 
to the correction of occlusal disharmonies 
before fixed dental restorations are con- 
structed. The concept is not new and is 
presented here from the point of view of 
clinical observation. Undoubtedly it has 
been the unhappy experience of most 
practitioners to view many dental serv- 
ices which have been rendered without 
proper observation of the facts upon 
which the treatment should have been 
based. Why this condition should exist in 
the practice of dentistry cannot be fully 
explained. 

It is highly possible that the following 
factors have exerted some influence. In 
the first place, dentistry has a heritage in 
this respect which is difficult to overcome. 
From the time that the first dental serv- 
ices were rendered down to the present, 
most patients have been interested only 
in the involved tooth. This attitude re- 
quires the dentist to direct his attention 
to a particular area rather than to a 
careful observation of the entire mouth. 
The patient, being less interested in a 
comprehensive diagnosis than in the re- 
sult of the treatment of the immediate 
trouble, has caused the perpetuation of 
this method. Again many patients often 
misinterpret efforts to render a compre- 
hensive dental service. It then requires 
much time to educate them properly to 
the soundness of such diagnostic and 
treatment procedures. 

It is gratifying to note the advance- 
ment in dentistry with respect to the place 
that oral diagnosis occupies in both den- 
tal education and dental practice. At last 
services are rendered to patients rather 
than to individual teeth. If the diagnostic 
data are properly organized, analyzed ana 
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interpreted, it is certain that the treat- 
ment which follows will be based on care- 
ful observation of the individual’s needs 
rather than on some preconceived opin- 
ion. This will do much to eliminate the 
distasteful reference to many oral services 
as poor dentistry. 

It is an error for any dental practitioner 
to think that the time consumed in ren- 
dering a thorough diagnosis is unneces- 
sary and wasted. A well planned and 
executed treatment is a means of conserv- 
ing time for the dentist and of providing 
a better service for the patient. These re- 
sults can be accomplished in a practical 
and profitable manner. The elaborate 
systems of diagnosis often tend to dis- 
courage a practitioner from giving this 
phase of dental service for economic 
reasons. Emphasis should be placed on an 
orderly procedure which follows a familiar 
and organized routine of oral examina- 
tion. This will eliminate loss of time and 
furnish completely accurate information 
to be used in planning the treatment. 


ESSENTIALS OF COMPLETE 
DIAGNOSIS 


The essentials for a complete oral diag- 
nosis are clinical examination, roentgeno- 
graphic examination, vitality tests and 
study casts. 

The clinical examination is always 
made, since the dentist must look into a 
mouth to determine the dental needs. 
However, frequently it is superficially ex- 
ecuted and the existing conditions are 
not correctly evaluated. This is particu- 
larly true in considering removable ap- 
pliances as a means of replacing missing 
teeth to the extent that the operator sees 
only edentulous spaces. The usual ex- 
planation offered for this approach is 
that it makes possible a more effective 
distribution of dental service in a busy 
practice. The validity of this reasoning 
is, of course, questionable and certainly 
does not justify a cursory examination. 
The important consideration is to obtain 
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worth-while information of oral condi- 
tions rather than to rush into treatment. 
The service then rendered is based on a 
sound foundation of facts which is neces- 
sary in choosing the most favorable 
method of restoration. The patient’s 
economic status and desire for certain 
types of dentistry are factors that must be 
considered. A compromise in the method 
of treatment may be necessary for indi- 
viduals of limited means; however, the 
quality of the service must not be altered. 

The clinical examination is performed 
by visual and palpable means. The gen- 
eral oral conditions, the hygiene of the 
mouth and the care given the mouth by 
the patient are noted. The predispositions 
toward periodontal disease, pocket de- 
velopment, loss of proximal contact, food 
impaction and caries susceptibility are as- 
certained, The number, size and location 
of the edentulous areas are checked. The 
occlusal relationship of the remaining 
teeth and the altered position of the indi- 
vidual teeth are most important details to 
be observed in the examination. In ex- 
amining the occlusion of the teeth, the 
relationships in centric and excentric po- 
sitions should be noted. The soft tissues 
should be examined and abnormal condi- 
tions evaluated. Patients with manifesta- 
tions of some systemic disease should be 
referred to a physician for consultation. 

A complete roentgenographic study is 
probably the most important examina- 
tion. It is a means of determining healthy 
or pathologic conditions existing in the 
teeth and the supporting structures. The 
presence of carious lesions, existing resto- 
rations, size and shape of pulp chamber 
and the number and shape of the roots 
are shown. Unerupted teeth, impacted 
teeth, root tips and retained foreign sub- 
stances can be located. The health of the 
periodontal membrane, lamina dura and 
nonvital teeth is studied. The quality and 
quantity of the remaining alveolar bone 
are noted. 

Many factors cause the resorption of 
alveolar bone and formation of periodon- 
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tal pockets. Among those factors are oc- 
clusal trauma, premature loss of teeth, 
absence of proximal contact, gingivitis, 
periodontitis, periodontosis habits, 
such as bruxism. 

In conjunction with the roentgeno- 
graphic examination, questionable teeth 
should be tested for vitality by the electric 
pulp tester, cylinders of ice, or heat. The 
degree of sensitiveness of the pulp of a 
tooth will indicate its vitality, the pres- 
ence of secondary dentin, the state of hy- 
peremia and the stage of inflammation 
Teeth that are well matured or have 
considerable secondary dentin respond 
slowly to electric and thermal tests. Pulps 
in a state of hyperemia are extremely 
sensitive to thermal change and respond 
to a low voltage with the electric pulp 
tester. Heat and cold usually cause sen- 
sitiveness in the early state of inflam- 
mation. As the inflammatory process de- 
velops, heat causes pain and cold relieves 


pain. The pulp in an inflamed condi- 


1 * A: Acquired occlusion caused bj 
cuspal interference. Note right lateral shift 
of mandible. B: True centric occlusion. C: 
Interference corrected and restoration com- 
pleted in the proper centric occlusion 


tion responds to a lower amount of elec- 
tric current, and it requires a greater 
amount to cause irritation as degenera- 
tion _progresses. The electric pulp test 
should not produce a response in a pulp- 
less tooth. No method of testing pulp 
vitality is completely dependable, and 
good judgment must be exercised con- 
stantly. 

The use of study casts provides a more 
accurate means of determining the oc- 
clusal relationship. The occlusal dishar- 
mony which presently exists can be more 
easily studied. The position of possible 
abutment teeth can be checked with a 
surveyor to determine the axis of prepa- 
ration. Preparations may be made on 
these casts to serve as a guide for proce- 
dures in the mouth. ‘The study casts may 
be used in the construction of a tempo- 
rary appliance to replace teeth which 
must be extracted. This service is espe- 
cially indicated when anterior teeth are 
involved. 


‘ 
EVALUATION OF DATA 


After the diagnostic data have been ob- 
tained, they’are organized, analyzed and 
used in planning the treatment. It is the 
proper evaluation of this information by 
the practitioner that will determine the 
kind of dental service the patient will re- 
ceive. There are many cases which ap- 
pear basically the same, but each patient 
presents a different problem and must 
be considered individually. 

Specific data obtained from a careful 
diagnosis relating to the correction of 
occlusal disharmonies are considered here. 
The entire mouth is considered clinically 
and roentgenographically, noting the ef- 
fects of occlusal trauma and the presence 


of facets on the occlusal, incisal and 


lingual surfaces of the study casts. The 


Fig. 2° A: 
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disharmonies most frequently needing 
correction are interfering cusps, altered 
position of teeth caused by the presence 
of edentulous areas, malpositioned teeth 
and developmental imbalances. 
Interfering cusps may exist in a mouth 
which appears to satisfy all requirements 
of individual normalcy of occlusion. The 
condition, of course, becomes more ag- 
gravated in mouths having malocclusion 
caused by developmental or acquired 
factors. Among the developmental factors 
responsible for cuspal interference are 
disharmonies in the size and relation of 
the arches and in the size and position of 
teeth and oligodontia. The acquired fac- 
tors are the result of excessive attrition, 
caries, premature loss of teeth and faulty 
restorations. Whatever the cause of in- 
terference, the cusps should be corrected 


Extruded tooth showing increased length of clinical crown. Extrusion 


accentuated by the action of the anterior component of force. B: Extruded teeth 
showing little change in length of clinical crowns. Bone has formed as the teeth 
erupted. Anterior component of force in this area is not acting because of lower 
edentulous space. C, D: Extruded tooth corrected by occlusal reduction prior to 


construction of lower fixed bridge 
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before even the simplest restoration is 
made, especially if a more extensive resto- 
ration is contemplated. This correction 
will prevent an inequitable distribution 
of masticatory forces on the teeth and 
restoration. The elimination of shearing 
movements of the mandible will reduce 
attrition and possibly prevent injury to 
the temporomandibular articulation 
Fig. 1) 

Interfering cusps may be diagnosed by 
clinical observation of the occlusal rela- 
tions of the teeth as they articulate. The 
diagnosis should be supplemented by in- 
formation obtained from the study casts 
and roentgenographic examination. It 
is often possible to detect cusp inter- 
ference by placing a finger against indi- 
vidual teeth as the patient occludes in 
positions. Particular attention 
should be given the complaints of sore- 
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ness in individual teeth. Carefully ob- 
serve abraded areas, occlusal wear and 
the degree of mobility of all teeth. 

The location of the area of interference 
is accomplished by means of a thin wafer 
of soft wax covering the occlusal surfaces 
of a limited number of teeth. Black card- 
ing or boxing wax is excellent for this 
purpose because of the contrast in color 
and the properties of manipulation. It is 
easily squeezed or rolled into the desired 
thickness and will adhere to the dried 
occlusal surfaces. Each position of oc- 
clusal relationship is checked individually 
and the perforations in the wax produced 
during occlusal contact are studied care- 
fully. Areas are marked with indelible 
pencil. Slight adjustments of the cusps 
by selective grinding may be all that is 
necessary to eliminate excessive force on 
individual teeth. The free gliding of the 


Fig. 3 * A, B: Slightly displaced teeth repo- 
sitioned by removable orthodontic appliance. 
C: Completed fixed bridge restoration 
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Fig. 4 * Repositioning of upper left cuspid 
in lingual version employing a fixed incline 
plane appliance 


teeth in occlusal contact relations is es- 
sential to the maintenance of health of 
supporting tissues. The correction of in- 
terference becomes an increasingly im- 
portant factor in older patients as tissue 
resistance is reduced, 

It is also possible to locate the over- 
loaded areas by means of carbon paper; 
however, care must be exercised in using 
this method. The patient must be trained 
to contact the teeth in one position and 
avoid any excursive movement. The 
mouth is opened 2 to 3 mm., and with 
carbon paper in position closure is re- 
peated several times in a tapping manner. 
At best it is difficult to interpret the car- 
bon marks appearing on the occlusal 
surfaces. The use of articulating paper 
has the greatest merit.in checking centric 
occlusion in the location of high spots on 
restorations. 

Indiscriminate reduction of the cusps 
of natural teeth should be avoided and a 
surface that will affect the vertical rela- 
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tion should never be ground. A slight 
reduction of interfering cusps often con- 
tributes greatly to the comfort of the pa- 
tient and prevents injury to the support- 
ing tissues. 

Conservative removal of the sharp 
angles of the occlusal and incisal surfaces 
of teeth which have been worn irregularly 
prevents fracture of these thin edges and 
provides comfort for the tongue and 
cheeks. It is possible to reduce an ex- 
cessive overbite by judicious grinding of 
the incisal edges of the upper and lower 
anterior teeth. Too frequently the grind- 
ing procedure is limited to the lower in- 
cisors. It is not possible to eliminate all 
incisal interference in the prot n re- 
lation of most natural dentitions; how- 
ever, much good can be accomplished. 

In the more involved cases of occlusal 
disharmony, it is advisable to transfer 
the study casts to an anatomic articulator 
so that cusp interference can be more ac- 
curately observed during functional 
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movements. ‘he approximate amount of 
relief necessary to establish good func- 
tional relation and afford freedom of 
movement can be determined. The artic- 
ulation of study casts to reproduce the 
mandibular movements is always neces- 
sary in diagnosing and in planning treat- 
ment that requires a change in the exist- 
ing vertical relationship. 

Altered position of teeth is one of the 
greatest factors in complicating restora- 
tive procedures. Teeth extruded beyond 
the plane of occlusion because of. the pres- 
ence of an edentulous area in the oppos- 
ing arch must be reduced occlusally to es- 
tablish a more favorable occlusal plane 
(Fig. 2). If this reduction cannot be ac- 
complished without affecting the vitality 
of the tooth or teeth, then root canal ther- 
apy or extraction is indicated. If extraction 
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is necessary, a bridge must be constructed | 
to replace the lost tooth in that arch. The 
extrusion of teeth occurs in both arches; 
however, it is more frequently observed 
in the upper arch. The greatest move- 
ment occlusally takes place in the upper 
arch when there is a tooth remaining 
distal to the lower edentulous area. The 
bone level often remains comparatively 
constant, while the length of the clinical 
crowns of the extruded teeth is greatly 
increased. These conditions suggest that 
in addition to the eruptive process the 
anterior component of force may be a 
factor in causing the excessive extrusion 

Fig. 2, A). It is sometimes noted ‘clini- 
cally that in those cases in which no tooth 
is remaining distal to the lower edentulous 
area, the opposing teeth and alveolar 
bone move occlusally. There is little or no 


Fig. 5 * A: Original fixed bridge failed prior to orthodontic treatment. B: Reduction 
of deep bite using a bite plane appliance. C: Result of four and a half months of 
treatment. D: Fixed bridge restoration using double abutment support on left side 
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change in the length of clinical crowns of 

the teeth, since bone is formed as the 

teeth erupt. The presence of the latter 

condition makes treatment difficult and 

in many instances extraction is indicated 
Fig. 2, B). 

Rotated teeth, in many instances, can 
be corrected with complete crown resto- 
rations. If their location in the arch and 
the quality of tooth structure permit, it is 
often possible to reshape teeth with abra- 
sive instruments. A great many rotated 
teeth require orthodontic treatment for 
correction. 

Tipped teeth are difficult to reposition 
and are generally restored to function 
and good anatomic contour with com- 
plete crowns. Where the vertical devia- 
tion is slight, resulting in loss of proximal 
contact, the inlay restoration may be em- 
ployed. This generally requires reduction 
of the natural cusps and the complete 
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coverage of the occlusal surface with 
metal. ‘Tipped teeth used as abutment 
supports always require more careful at- 
tention in the design of the restoration 
and in the readjustment of the direction 
of the occlusal forces. 

Teeth slightly drifted are easily repo- 
sitioned, and proximal contact is easily 
re-established by the use of removable 
orthodontic appliances (Fig. 3). In most 
of these cases the teeth are moved with- 
out interfering with the occlusal rela- 
tionship. The vertical relation of these 
teeth accounts for the practical aspects 
of such treatment as compared with the 
need of occlusal clearance in attempting 
to reposition tipped teeth. A favorable oc- 
clusal plane of the restoration, which re- 
sists the forces of mastication in the di- 
rection of the long axis of the abutment 
teeth, is maintained. 

The value of orthodontic services in 


Fig. 6 * A, B: Patient 11 years of age, with open bite, oligodontia and tongue habit. 
C: Fixed bridge restoration constructed to reduce anterior inter-arch space. D: Or- 
thodontic appliance with attached tooth and tongue guard replacing upper right cus- 


pid. Further treatment will be required 
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correcting malpositioned teeth prior to 
the construction of a restoration should 
be emphasized. Many individual teeth 
which are in lingual occlusion can be 
quickly repositioned (Fig. 4). Individual 
teeth that are in labial or buccal position 
likewise may be repositioned and retained 
in place by fixed restorations. 

The developmental imbalances such 
as the deep overbite, cross bite and open 
bite require orthodontic services (Fig. 5 
and 6). Many cases with deep overbite 
present difficult problems of restoration 
prior to correction by orthodontics. It is 
difficult to determine the causes of de- 
velopmental disharmonies in occlusion. 
There are undoubtedly many factors 
which affect the growth and development 
of the individual, especially in the facial 
region, such as heredity, intermixing of 
races, environment and habits. Much ex- 
cellent work has been done in these in- 
vestigations; however, the results seem to 
point to the need for more study,and an 
analysis of existing data. 

The general practitioner of dentistry 
is confronted with conditions which have 
resulted from improper development, 


habit, neglect, premature loss of teeth 
and many other acquired factors. How- 
ever, occlusion remains the foundation of 
the practice of dentistry. The conception 
of dynamic occlusion is a paramount con- 
cern to us in all dental restorations. There 
are constant changes occurring in occlusal 
relationship which require continual re- 
checking. The omission of this procedure 
may partially explain the failure of some 
restorations which when initially ren- 
dered seemed to satisfy all of the require- 
ments. 

In the placement of a simple restora- 
tion the failure to correct occlusal dis- 
harmonies would result in minor harmful 
effects. Of course, preventive aspects of 
the service depend on the early correc- 
tion of these disharmonies. A correction 
of these disharmonies becomes imperative 
in extensive restorations. This is especially 
true in the preparation of the mouth 
with fixed restorations prior to the con- 
struction of a removable partial denture. 
Disregarding this vital procedure is un- 
wittingly perpetuating the idea that den- 
tistry is a strictly mechanical service. 

618 West Lombard Street 


Value of Experiment + It took the world from the day of its creation to the time of the six- 
teenth century to raise a doubting Thomas of sufficient mental strength and courage to state that 
questions were answered not by authority, but by experiment. C. H. Mayo, “Tomorrow’s Edu- 
cation Seen by Dr. Mayo,” Northwestern University Alumni News 10:17, July, 1931. 


Removable pontics for fixed bridgework 


Saul R. Kaye, D.D.S., New York 


The ideal fixed bridge has not yet been 
devised. Although modern types of fixed 
bridges in general use today have many 
redeeming features, they all possess one 
or more undesirable characteristics. The 
shortcomings of the pontic portion of a 
fixed bridge will be discussed. Also 
methods of construction which will make 
it possible to remove the pontic, or a good 
portion thereof, at the will of the opera- 
tor or patient and which will improve 
the esthetics by the elimination of gold 
occlusal surfaces without detriment to the 
tissues or to the ability of the restoration 
to withstand masticatory stresses. 

The creation of a removable pontic 
as a part of a fixed bridge has interested 
dentists for a long time. Every dentist 
who has had much experience with fixed 
bridgework probably has felt the urge to 
remove the pontic after it has been in 
place for some length of time. 

In the past, a familiar form of con- 
struction was the pontic with a vertical 
pin that screwed down through the oc- 
clusal surface. To remove the pontic, one 
needed only to unscrew and remove the 
pin. However, this pontic was not prac- 
tical either to construct or to maintain. 

The Chayes type of removable pontic 
bridge is still in use today but it is not 
very common. Adequate retention for 
this type of bridge requires the prepara- 
tion of wide seated cavities in the abut- 
ment teeth. Unless these teeth already 
have large cavities or fillings their prepa- 
ration will entail extensive tooth destruc- 
tion. Also, the construction requires at 
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least two precision attachments which 
must be absolutely parallel on all their 
axes. This is a long and costly procedure. 

The advent of acrylics has improved 
the esthetics of fixed bridges and it did 
not take long for acrylic pontics to be- 
come popular. They are supported with 
a metal ladder running through the 
acrylic mass from abutment to abutment 
and are soldered on both ends. From an 
esthetic viewpoint they are ideal. How- 
ever, they are not properly supported 
and cannot withstand the stresses and 
strains of mastication. Tke disastrous 
effect of breaking this type of pontic is 
obvious. The entire restoration must be 
removed and reconstructed. 


A PRACTICAL REMOVABLE PONTIC 


A bridge with a removable pontic which 
is simple to construct and relatively inex- 
pensive will be described. It requires no 
precision parallelism and the resulting 
esthetics approaches the ideal without 
creating a problem of breakage (Fig. 1, 
above). The inlay construction required 
is the same as that required in any well 
designed and well constructed inlay 
bridge. 

The pontic is made removable by the 
use of a frictional type of attachment. 
Any of the Chayes or Brown-Sorenson 
type of attachments are satisfactory. The 
number and size of the attachments used 
depend on the corresponding number 
and size of the spaces, usually one at- 
tachment for each pontic. Often in the 
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case of two small pontic spaces, one 
large attachment may be used. The 
greater part of the pontic is solid and is 
covered by acrylic on the occlusal, buccal 
and tissue surfaces (Fig. 1, below). In 
short bite cases it is necessary to sacrifice 
some esthetics and use a gold occlusal 
surface. 

There are two sections to the pontic: 

|) a fixed section, or the pontic matrix, 
and (2) a removable section, or the 
acrylic portion. 

The pontic matrix consists of an almost 
flat, horizontal casting soldered between 
the abutments (Fig. 2, left). The cast- 
ing is flat or curved to correspond to the 
curvature of the bite. It should be cen- 
tered properly to allow sufficient clear- 
ance for the occlusal and tissue surfaces 
of the acrylic portion. The lingual sur- 
face of the casting should be properly 
contoured (Fig. 2, right). The lingual 
area is the only one where there is any 


Fig. 1 * Left: Buccal view 


of the bridge with the re- 
movable pontic in position. 
Right: Lingual view of the 
bridge with removable pontic 
in position. Below: Lingual 


and proximal views of the 
removable acrylic portion of 
the pontic 


visible gold. Around the lingual rim of 
the casting, above and below, there is 
a slight lip or apron to give it a good 
finishing edge against the removable sec- 
tion. The buccolingual width of the thick 
section usually is not greater than two 
thirds of the same width of the whole 
pontic. Wherever possible, the buccal 
edge should be concave so as to permit a 
greater bulk of acrylic material on the 
buccoocclusal aspect of the pontic. 

The removable acrylic section of the 
pontic is much simpler to construct. It 
consists of a solid mass of acrylic material 
covering all except the lingual sides of 
the fixed portion (Fig. 1). The key part 
of the precision attachment is processed 
within the acrylic with its open end 
toward the lingual surface. Emphasis is 
placed on having the key portion with its 
open end toward the lingual surface as 
this allows the open end, when seated, to 
fit into the deep end of the keyway. This 


Fig. 
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2 + Left, above: The pontic matrix soldered into position between the abutments; 


below: the pontic matrix with the keyway portion of the precision attachment soldered 
into position. Right: Lingual view of Figure 2, left, below 


is the reverse of the usual way of con- 
structing precision attachments, but it is 
necessary in this design in order to regu- 
late the retention of the key within the 
keyway. The attachments can be adjusted 
to any degree of tightness so that the key 
slides on and off the keyway section at 
will with the degree of resistance desired 
(Fig. 3). 


TECHNIC OF CONSTRUCTION 


The first step is to choose the proper 
attachment. As mentioned earlier, the 
width of the attachment depends on the 
space involved. It is always safest to use 
the widest attachment the space will ac- 
commodate. The next step is the wax 
pattern for the pontic matrix (Fig. 4, A). 
A fine grade of thick sheet wax is used. 
A flat strip is cut to fit horizontally from 
abutment to abutment, and about two 
thirds of the pontic space buccolingually. 


The lingual aspect of the wax is trimmed 
to a close approximation of the lingual 
curvature. The lingual apron of the pat- 
tern is made either by beading the edges 
with wax, or by adding a vertical strip 
of thin gage wax around the lingual edge 
and luting it. A box is cut out of the 
wax pattern sufficiently large to accom- 
modate the attachment. This is done by 
warming the attachment, or anything of 
similar size, placing it in its position 
in the wax and gently withdrawing it 
before it cools. The pattern is sprued on 
the lingual side and cast (Fig. 4, B). 
The casting is shaped and trimmed to 
allow easy seating of the keyway part of 
the attachment. The pontic matrix is 
positioned and soldered to the abutments 
(Fig. 2, left, above). The keyway is then 
carefully soldered into position (Fig. 2, 
left, below, and Fig. 4, C). The sequence 
of the last two steps is important in order 
to prevent excessive contraction of the 
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keyway. matrix is now 


Fig. 2, left, below, 


The pontic 
finished and polished 
and 2, right.) 

The next step is to insert the key por- 
tion of the attachment into the keyway 
Fig. 4, D). It must be worked in and 
out several times so that it is not too 
snug. With the bridge on the model, the 
remaining portion of the pontic is carved 
in white wax (Fig. 4, E). The entire 
bridge is removed from the model and 
the pontic processed in acrylic. If the 
pontic matrix is finished and smoothed 
properly the wax need not be removed, 
but can be processed directly against the 
pontic matrix and later separated with- 
out difficulty. In processing, the key is 
automatically locked within the remov- 
able section (Fig. 1, below, and Fig. 
+, F). The acrylic section is smoothed 
and polished and the bridge is completed. 

Through this method a removable pon- 
tic is constructed, the saddle area of 
which does not impinge on the soft 
tissues. It also allows relatively free ac- 
cess to any portion of the tissue or 
proximal abutment surfaces. This is of 
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prime importance in fixed bridgework. It 
has always been difficult to determine 
how much to relieve the saddle area. 
his is manifest in the number of patients 
with inflammation of the saddle area 
tissues. These tissues naturally are diffi- 
cult to treat if the pontic cannot be re- 
moved. Circulation in these tissues tends 
to become stagnant with a resultant 
hypertrophy which may extend several 
millimeters up along the pontic. An ob- 
vious advantage in being able to remove 
the pontic is cleanliness. A well con- 
toured bridge should not trap food, but 
it can and often does. Food pockets and 
traps may be caused by the poor position 
of abutment teeth. The feeling of a lack 
of cleanliness is always a mental hazard 
to the patient, and justifiably so. 

It is often possible to reach the inter- 
proximal surfaces of the abutment teeth 
sufficiently so that complete removal of 
the entire bridge is unnecessary. Idio- 
syncrasies of tooth anatomy or position- 
ing, in many instances, make it impossible 
to have the gingival margin of the inlay 
underneath the gum. In such instances 


Fig. 3 * Left: Same bridge as shown in Figure 1 with the pontic removed and re- 
versed to show its lingual aspect. Both pontic units were processed as one piece. The 
horizontal keyway crosspiece in this bridge was contoured to the curvature of the 
bite. Note the split end of the key attachment which is pointed lingually, making it 
easily accessible for adjustments. Right: A three unit restoration with the pontic re- 
moved. Note the ease of access to the interproximal regions of the abutment teeth. 
The tissues have sufficient freeway space to allow for cleanliness and congestion of the 


tissues is no longer a problem 
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A. WAX PATTERN 


B. CASTING 


Cc. KEYWAY ATTACHMENT 
t 


D. KEY ATTACHMENT 


E. CARVED WAX PONTIC 


F. PROCESSED ACRYLIC PONTIC 


Fig. 4 * Six steps in the technic of construction 


the interproximal portions of the teeth 
are subject to primary, not secondary, 
decay. The ability to excavate those por- 
tions properly will often mean the sal- 
vaging of the bridge. 


ESTHETICS 


How does a patient feel when a multiple 
unit restoration on the lower jaw of the 
replaceable pontic type is completed and 
he is asked to admire it? His esthetic 
sense is not pleased by the very evident 
long row of gold. Many dentists, in their 
desire to overcome this, resort to the 
tube tooth type of pontic with the por- 
celain cusps and gold saddle against 
the tissue. But results are frequently un- 
satisfactory. The porcelain type of tube 
tooth does not withstand the posterior 
stresses of mastication. Gold, however, 
is more irritating to the soft tissues than 
highly glazed porcelain when used in 
the saddle areas. 


The use of acrylics in dentistry satisfies 
any esthetic requirement and the ma- 
terial is strong enough to withstand oc- 
clusal posterior stresses. But the key to 
the successful use of acrylics in bridge- 
work lies in giving it proper support. 

In the bridge described, the occlusal 
acrylic portion is supported at least two- 
thirds buccolingually and wholly mesio- 
distally by the flat pontic matrix. It is 
also partially boxed in by the lingual 
lipped extension of the pontic matrix 
(Fig. 1, right). 

When acrylic is used on the buccal and 
occlusal surfaces and partially on the 
lingual surface, the esthetic aspect is 
pleasing. The importance of having a 
highly polished acrylic saddle surface is 
well recognized. It has a higher tissue 
tolerance than gold, and food will hot 
adhere to it readily. 

The problem of rapidly wearing acrylic 
occlusal surfaces is frequently encoun- 
tered. This is overcome with this type 
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of bridge in two ways: (1) the worn 
occlusal surfaces can easily be replaced 
and (2) small metal stops can be placed 
on the occlusal surface by soldering them 
to the top surface of the key before proc- 
essing the acrylic. These are also useful 
in removing the key during the process 
of construction. In instances where the 
bite is closed, the acrylic occlusal sur- 
face may have to be sacrificed in favor 
of a metallic one. The other desirable 
features can be retained. 


SUMMARY 


Although modern fixed bridgework en- 
ables the dentist to provide patients with 
still 


remarkable restorative service. it 


natural dentition 


Equilibration of the occlusion of 


has many shortcomings. Primarily, these 
shortcomings are: (1) a tendency to 
collect food particles, (2) a tendency to 
impinge on the soft tissues and (3) an 
undesirable appearance. 

These aspects are alleviated by the type 
of fixed bridge described in this paper. 
I have constructed 26 of these bridges for 
patients over a period of four years. No 
attempt was made to select patients with 
bite The restora- 
tions have been checked periodically and, 
in some instances, the patients have been 
permitted to remove the pontic at their 
own free will. The results have proved 
satisfactory from the physiological, psv-: 
chological and esthetic standpoints. 

33 West Forty-second Street 


favorable conditions. 


In 1922, F. A. Bricker’ wrote: “One of 
the most important means of obtaining 
information concerning a main predis- 
posing cause of periodontal disturbances 
of patients more than thirty-five years of 
age is a study of the surface wear on the 
teeth. The greatest percentage of perio- 
dontal disturbances at this age is caused, 
I believe, by improper lines of force pro- 
duced upon the teeth during mastication, 
or rest; in other words, the force directed 
along the lines of least resistance causes 
trauma; interference with the capillary 
circulation causes lowered resistance in 
the traumatized area, and infection takes 
place by way of the circulation. During 


Nathan A. Shore, D.D.S., Nex 


York 


the of lowered resistance the 
osteoclasts are stimulated and cause de- 
struction of the bone.” Herein lies a clue 
to the prevention of one of the principal 
causes of periodontal disturbances. 


During mastication, the 


period 


forces de- 


‘livered to and through the teeth to the 


supporting structures sometimes reach 
250 pounds. When there are premature 
contacts of the teeth during the static or 
the dynamic ranges of occlusion, those 
teeth receiving the initial contact will 
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the brunt of the load of mastica- 
This will result in the breakdown 
of the supporting tissues. Those teeth 
that are not in proper function will have 
highly cancellous bone surrounding their 
roots because of disuse atrophy.?-'* 

When teeth have been abraded 
through mastication, the parabolic re- 
gions of the cusps are reduced to a ffat- 
surface-to-flat-surface contact in occlu- 
sion. The teeth become. “mashers” and 
tremendous amounts of force are neces- 
sary to triturate the food." 

In equilibration, or balancing of the 
occlusion, three main objectives must be 
kept in mind: (1) the load of mastica- 
tion must be distributed to as many teeth 
as possible ; 2) 


bear 
tion. 


the forces of occlusion 
should be delivered so that they are borne 
as much as possible by the long axes of 
the teeth; (3) the surface-to-surface con- 
tact of flat cusps should be reduced to a 
point-to-point, or point-to-surface, con- 
tact in the range of occlusion so that the 
act of trituration will not need more 
force than the teeth are anatomically and 
physiologically designed to bear.’® 

Three basic methods, or a combination 
of these methods, can be utilized to pro- 
vide a balanced occlusion. The first is 
orthodontic, the second is occlusal re- 
habilitation and the third is balancing or 
equilibration of the occlusion of the 
natural dentition by grinding.'® The 
third method is within the scope of every 
operator. 

Normal physiologic occlusion produces 
an equilibrium of forces. The teeth are 
subjected to two stresses singly or simul- 
taneously: 

1. Vertical stress: a force transmitted 
in the long axis of the teeth opposed by 
the shape of the roots of the teeth, the 
bone and the periodontium. 

2. Horizontal force trans- 
mitted at right angles to the long axis of 
the teeth which is the most dangerous 
force because it produces a torque or 
turning effect on the periodontal mem- 
brane and 


stress: a 
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It must be kept in mind that the only 
rules for balancing that can be definitely 
laid down are rules that will apply to 
teeth that are in normal or nearly normal 
position. This type of occlusion is rarely 
found. It is extremely important to un- 
derstand the over-all principles involved 
in “where to grind” and “where not to 
grind.” Then the plan of operation can 
be decided for each case, rather than 
blindly following rules which may not 
apply in the particular case.*° 

There are two types of premature con- 
tacts: (1) vertical premature contact. 
which occurs when there is premature 
contact in centric relation and (2) hori- 
zontal premature contact, which occurs 
in the lateral or protrusive ranges of 
occlusion. The vertical premature con- 
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tact in centric relation drives the tooth 
mesially or distally causing degenerative 
changes to take place in the bone mesi- 
ally and distally because of the forces 
that are untenable 

The horizontal type of premature con- 
tact is most dangerous. The tooth is 
driven laterally against the lamina dura 
by a force greater than the tissues were 
anatomically and physiologically designed 
to 

Premature contacts usually result in an 
acquired excentric occlusion relationship, 
or what McLean called a “convenience 
relationship,” which is the relationship 
in which the teeth occlude but one or 
both of the condyles are out of their nor- 
mal position. The mandible is brought 
forward in closure and naturally the 
lower anterior teeth are brought forward 
a corresponding distance. There being no 
space for them, the lower anterior teeth 
are jammed against the lingual surfaces 
of the upper anterior teeth. Over a 
period of years they gouge out the lingual 
portion of the upper anterior teeth. The 
removal of the premature contact of the 
teeth in centric relation allows the man- 
dible to assume its natural position in 
centric occlusion. A space is now evident 
between the labial surface of the lower 
anterior teeth and the lingual surface of 
the upper anterior teeth. This space may 
be enough to allow the placing of pin- 
ledge inlays to strengthen the upper an- 
terior teeth.”* 

BASIC PREPARATIONS 
Before attempting to balance or recon- 
struct the dentition, it is imperative to 
secure a set of study models made from 
accurate alginate or hydrocolloid im- 
pressions. These models should be 
mounted on an adjustable articulator 
using a face-bow, plus an accurate wax 
bite taken with the teeth in centric rela- 
tion. This will give the dentist an op- 
portunity to study all the excursions of 
the mandible and to determine approxi- 
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mately his plan of operation. A knowl- 
edge of the ideal centric occlusion and 
the ranges of occlusion will help the 
operator to determine what the discrep- 
ancies are, and if restorations are to be 
made, how to plan them so that they 
may function to best advantage.?**° 

The importance of the proper use of 
the face-bow is shown by the following. 
The jaw opens from centric position to 
rest position and closes from rest position 
to centric position in a hinge-axis move- 
ment. The face-bow orients the maxilla 
to the hinge-axis movement with relation 
to the head. This axis, if correctly trans- 
ferred to the articulator, becomes the 
axis of the articulator. If casts are 
mounted on an articulator without using 
a face-bow, the cast may be positioned 
incorrectly anteroposteriorly, or to the 
left or right, or there may be a combina- 
tion of these errors.*1:*? 


MATERIALS USED 


The following materials are used when 
securing equilibration of the occlusion: 
prepared wax impression forms; plain 
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Fig. 1 » Left: Buccal line is marked on the wax impression form before the form is 
cut to size of the arch. Right: Form is cut one sixteenth of an inch beyond the buccal 


margin of the maxillary teeth 


beeswax; aloxite grit no. 120; thick ar- 
ticulating paper; articulating paper 
holder; red cotton typewriter ribbon, 
medium inking, cut into strips the same 
size as articulating paper; hard wax 
strips 34 by 3 inches; carborundum 
stones; diamond stones; sandpaper disks, 
fine grit, ¥2 inch; cocoa butter; rubber 
wheels; thermostatic water heater that 
can keep water at 115° F. 


METHOD OF GRINDING 


All grinding should be done slowly under 
a water spray to prevent sensitivity and 


overheating the tooth. Mobile teeth 
should be supported by finger pressure, 
or a compound block, when grinding and 
when articulating paper and red ribbon 
are used. 


PROCEDURE OF BALANCING 
THE QCCLUSION 


The goal in balancing the natural denti- 
tion is to distribute the load of centric 
occlusion contact to as many teeth as 
possible, which is done by balancing the 
teeth in centric occlusion; and to dis- 
tribute the forces in lateral and protrusive 
ranges of occlusion to as many teeth as 


possible, which is accomplished by bal- 
ancing the teeth in those ranges of occlu- 
sion. A definite procedure should be fol- 
lowed when balancing the occlusion, 
First: balancing the jaws in centric rela- 
tion and centric occlusion; second: bal- 
ancing the right lateral range of occlu- 
sion; third: balancing the left lateral 
range of occlusion; fourth: balancing the 
protrusive range of occlusion. It is best 
to perform these steps at four successive 
visits. 


Centric Relation and Centric Occlusion * 
To obtain a centric relation record, a 
wax impression form is used. This form 
consists of two layers of wax with gauze 
in between. It is measured on the upper 
study model of the patient and a line is 
marked buccally (Fig. 1, left). Then the 
form is cut to the size of the arch, one 
sixteenth of an inch beyond the buccal 
margin of the upper teeth (Fig. 1, right). 

The marginal half inch of the form is 
dipped in water which is kept at 115° F. 
This portion should be soft so that the 
teeth will enter the wax easily. The 
palatal portion will remain hard so that 
the wax form will be rigid under biting 
stress. 

The palmar surface of the forefinger 
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of both hands is used to press this wax 
form against the occlusal surfaces of the 
upper teeth, especially the central in- 
cisors, so that an index of all the occlusal 
surfaces will be obtained. This form is 
then laid aside. 

The following steps are necessary in 
order to obtain a centric relation bite. 
Before inserting the wax form, the pa- 
tient is told to relax. The ball of the left 
thumb is placed on the buccal surface of 
the upper right bicuspid and the ball of 
the first joint of the forefinger is placed 
on the upper left bicuspid as shown in 
Figure 2, left. The ball of the right thumb 
is placed on the incisal edge of the 
lower anterior incisors with the nail up 

Fig. 2, right 

The patient is directed. to tap lightly 
with his teeth on the dentist’s thumbnail. 
hen he is instructed to stop, to hold the 
teeth lightly against the thumbnail and 


to push his upper jaw forward. This de- 
vice seems to work ‘best. The patient 
usually retrudes the lower jaw. Then he 
is instructed to close his jaws lightly, the 
dentist having removed his thumb. 

The patient then is told that the 
process will be repeated using the index 
wax bite which had been laid aside 
earlier, 

The half-inch marginal edge of the 
wax form is dipped into 115° F. water. 
The form is then returned to the patient’s 
mouth, care being taken that the teeth 
are in the original imprints. The afore- 
mentioned steps are repeated (Fig. 2, 
below). Figure 3, above, shows the pa- 
tient closing his jaws in centric relation. 
The fingers on the maxillary teeth will 
tell the operator quickly if the patient is 
giving an excentric bite. The fingers are 
placed on the lower jaw to retract the 
lips. The patient should close lightly into 


Fig. 2* Left: Thumb and forefinger of left 
hand are placed on the maxillary teeth. 
Right: Position of thumb and forefinger of 
left hand and thumb of right hand. Below: 
Position of fingers when training the patient 
to close into the im pression wax form 
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Fig. 3 * Above: Patient’s jaws closed in cen- 
tric relation. Below left: Wax bite without 
perforation used when mounting the study 
models on the articulator. Below right: Wax 
bite with perforation (A) which indicates 
premature contact 


the wax repeatedly in a centric relation 
bite until a clear index is secured without 
perforating the wax (Fig. 3, below left). 

The study models are mounted on an 
adjustable articulator with a face-bow, 
using the wax impression bite which has 
not been perforated to obtain centric 
relation. 

A new prepared wax impiession form 
is placed in the patient’s mouth; the pa- 
tient is asked to close his jaws again in 
centric relation until the first sign of a 
premature contact appears. The letter 
A in Figure 3, below right, indicates the 
hole in the wax which results from the 
premature contact. 

If an error has been made in finding 
the premature contact, the hole should 
be filled with the plain beeswax and the 
patient should again close his jaws in 
centric relation. ‘This is an accurate 
method of checking a premature contact. 

The relationship of the cusps on the 
articulator should be studied. Where to 
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grind in correcting premature contacts 
depends on the relation of the teeth in 
question to the other teeth when the 
jaws are in excentric positions. The oc- 
clusion on the articulator is studied and 
the decision made as to where to grind 
in centric relation and still give the pa- 
tient the greatest amount of occlusal con- 
tact in the excentric ranges of occlusion. 
Softened wax strips are used to determine 
the relation of the patient’s jaws in 
lateral and protrusive movements and to 
check with the articulator. This wax 
should be chilled with air or water when 
used. This will help to make certain that 
a tooth was not inadvertently taken out 
of a lateral range of occlusion when a 
premature contact in centric relation was 
corrected. 

If, in centric relation, an upper lingual 
cusp of a posterior tooth makes a pre- 
mature contact in a lower central groove, 
then the groove must be deepened but 
the point of the upper lingual cusp 
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should not be ground. It is also wise to 
widen the groove slightly to allow lateral 
“play” so that the Bennett movement is 
not locked. 

The steps of training the patient in 
proper centric closure should be repeated. 
A piece of thick articulating paper, 
flamed so that it will mark better, is 
placed between the teeth on the side 
where the premature contact exists. The 
patient is told to tap lightly. The occlusal 
surfaces of the teeth must be dry. The 
same procedure is repeated but this 
time the red cotton ribbon is used in- 
stead of the articulating paper. This will 
give definite markings, usually a red dot 
on a smear of blue, on the tooth surfaces 
as well as on highly polished restorations. 
The markings on the teeth are compared 
with the wax registration of the pre- 
mature contact (Fig. 3, below right). 

The decision is made as to where to 
grind and is checked with the articulated 
casts. A carborundum stone, 
cone type, or a diamond stone, is used 
to grind the marked surface, preducing 
a rounded surface, not a nick or depres- 
sion. Carborundum rather than diamond 
stones should be used at first so that very 
little is taken off the tooth. The patient 
should be told that it is like taking dust 
off a mirror. The occlusal markings of 
the articulator paper and ribbon are 
wiped off with a cotton roll in a hemostat. 

The hole in the wax impression form 
indicating the premature contact is filled 
with plain beeswax. 

To prove to the patient that a prema- 
ture contact exists, some aloxite no. 120 
grit is placed on the occlusal surfaces of 
the lower teeth and the patient is told to 
close his jaws in centric relation. The pa- 
tient will soon point to the tooth which 
makes premature contact. 

The bite and marking sequence is re- 
peated. After the first premature contact 
is corrected, others will appear. By re- 
moving as many premature contacts as 
possible in centric relation, the occlusion 
of the teeth will come close to centric 


inverted’ 


occlusion for that patient. The object is 
to get as much simultaneous occlusal 
contact as possible and not close the bite. 
If there is premature contact of the 
anterior teeth in centric relation, it is 
usually best to grind the incisal edges of 
the lower anterior teeth. Frequently a 
premature contact occurs on the central 
ridge of a maxillary molar. This can be 
put safely in balance without too much 
loss of efficiency in the protrusive range. 
After centric occlusion has been 
achieved, the anterior teeth should be 
tested for trauma. The existence of 
trauma on the upper anterior teeth can 
be tested by placing the ball of the fore- 
finger on an upper anterior tooth while 
the patient closes his jaws in centric and 
movement of the tooth is produced. If 
trauma is present, the incisal edges of 
the lower anterior teeth, where the pre- 
mature contacts exist, are ground. These 
contacts are found with ribbon and artic- 
ulating paper. Facets must be eliminated 
and, if possible, a point contact of the 
incisal edges of the lower anterior teeth 
to the lingual surfaces of the upper ante- 
rior teeth, preferably in the center of 
the incisal edges, should be obtained. 
Centric occlusion must be 
before balancing the excentric 
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Lateral Range of Occlusion * In the 
lateral ranges of occlusion the forces ex- 
erted laterally against the teeth are mul- 
tiplied because of the leverage principles 
involved. These forces are the most de- 
structive owing to the fact that the bony 
structures and the teeth are not anatomi- 
cally designed to take this force on one 
or two pairs of occluding teeth. As many 
cusps of the occluding teeth and as many 
occluding teeth as possible should share 
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the load of mastication. This can be ac- 
complished by the removal of premature 
contacts in the lateral ranges of occlusion. 
Figures 4 and 5 illustrate the theoretical 
basis for balancing a single pair of occlud- 
ing molars so that both cusps function in 
the working bite. 

The drawing on the left of Figure 4 
represents an upper and lower molar in 
occlusion. This shows that lines AB and 
DE are not parallel. These lines repre- 
sent the extension of the planes of the 
cusps. In the drawing on the right, the mo- 
lars are in the working bite and the buc- 
cal cusps make the sole contact. If the 
tooth structure to the dotted line CFB is 
removed, two important mechanical 
changes are accomplished. One is the 
paralleling of lines AB and DE so that 
both cusps will function in the working 
bite. The second mechanical advantage 
takes place in the reduction of occlusal 
area by rounding the cusp off to dotted 
line CFB thus bringing the line of force 
nearer the long axis of the tooth.1* The 
drawing on the left of Figure 5 illustrates 
the same molars as in Figure 4 but the 
planes of the cusp, lines LM and NO, 
are now parallel. The grinding was done 
at the dotted line UVM. The drawing on 
the right of Figure 5 shows that both 
cusps now contact in the working bite.*® 

Figure 6 depicts the proximating teeth 
on the right side of the jaw showing 
cuspids, bicuspids and molars in centric 
occlusion. This schematic representation 
shows the teeth in action. Although there 
is cusp and fossa contact, the lines AB, 
CD, EF, GH, IJ are not parallel. 

Figure 7 shows the same teeth as those 
shown in Figure 6, but now they are in 
the working bite. Only the cuspid makes 
contact and there are spaces between the 
bicuspids and the molars. Figure 8 exem- 
plifies the paralleling of all the inclined 
planes, KN, PR, TW, VX, YZ and the 
reduction of excess tooth surface at 
LMN on the cuspid, OSR and TUW on 
the bicuspids, and slightly on the molars 
at VX and YZ.*? Only the inclined 
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planes were reshaped and the centric re- 
lation contact of the cusps and fossae 
have not been altered. Figure 9 illustrates 
the teeth in the working bite and all the 
cusps make contact. 

If in the lateral range of occlusion only 
the cuspids contact, each cuspid is bear- 
ing 50 per cent of the load (A in Fig. 10, 
left). If through occlusal equilibration, 
10 teeth (5 maxillary and 5 mandibular) 
are brought into contact, each now bears 
10 per cent of the load, and each cuspid 
now bears only one fifth of its original 
pressure (Fig. 10, right). 

When the patient is told to move his 
jaw to the right or to the left he should 
be given a hand mirror so that he may 
observe himself as he makes these move- 
ments. The patient should move his jaws 
laterally until the cuspids are in an edge 
to edge relation. This is the second step 
in the series of equilibration of the occlu- 
sion. One side should be finished at a 
time.**-** 

Centric occlusion must be maintained 
when balancing in lateral relation. The 
relationship of the articulating surfaces 
that maintain centric occlusion for the in- 
dividual patient involved must be known. 

A wax strip is warmed and molded 
over the occlusal surfaces of the teeth 
of one half of the lower arch. The pa- 
tient then closes his jaws in centric rela- 
tion. The wax is chilled and removed, 
the contacts (holes in the wax) noted, 
and the strip is laid aside. This impres- 
sion shows the centric occlusion contacts 
for that side. 

Another piece of warmed wax is used 
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Fig. 4 * Drawing on the left illustrates a 
molar in centric occlusion; drawing on right 
illustrates the working bite with only one 
cusp touching at F 


and the patient is told to bite in centric 
relation and to move his jaws into the 
lateral range of occlusion. (The patient 
can be told to rub to the right.) The 
number of contacts made by the upper 
and lower teeth is noted. This is then 
compared with the wax strip which was 
used to record the centric bite. 

The principles illustrated in Figures 4, 
5, 6, 7, 8 and 9 should be reviewed. The 
lateral range should be studied on the 
models. The operator must decide which 
areas of premature contacts to grind to 
bring more teeth into contact. The pre- 
mature contacts are marked on the nat- 
ural teeth by using the articulating paper 
and red ribbon when the teeth are in 
centric occlusion and in the lateral range 
of occlusion. 

When the teeth are in centric occlu- 
sion, the marking paper and ribbon will 
mark those points on the lingual surface 
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Fig. 5 * Drawing on left shows 
molar as in Figure 4 but area UVM has 
been removed. Drawing on right illustrates 
the molar in working bite. Note that both 
upper cusps contact both lower cusps 
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the same 
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of the upper anterior teeth -and those 
points on the labial surface of the lower 
anterior teeth which maintain centric oc- 
clusion. Once the patient’s teeth are bal- 
anced in centric occlusion, these points 

A in Fig. 11) must be left alone, other- 
wise the teeth will be taken out of centric 
occlusion. 

Frequently the cuspids make the only 
premature contact in lateral range. This 
type of contact must be studied carefully. 
The upper cuspids have a peculiar rela- 
tionship because they play a vital part in 
the protrusive and lateral range of oc- 
clusion (Fig. 6, 7, 8, 9). As much tooth 
structure can be removed in the cuspid 


Fig. 6 * Proximating teeth.in centric occlu- 
sion with inclined planes at various angles 


arca LMN (Fig. 8) as necessary to make 
the inclination of the lateral movement 
parallel to the posterior inclinations PR, 
TW, VX, YZ and the cuspid will not be 
taken out of centric occlusion contact.* 

The patient, with his jaws in centric 
relation, bites on a piece of articulating 
paper. A mark will appear on the upper 
and lower cuspids. This can be likened 
to point N in Figure 8. This point main- 
tains centric occlusion for that patient. 
If the patient is instructed to move his 
jaw into lateral range and articulating 
paper is between the teeth, markings will 
be found on the lingual surface of the 
upper tooth and the labial surface of 
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Fig. 7 * Same teeth as in Fig. 6 in lateral 
occlusion, with only the cuspid in contact 


the lower tooth. The upper tooth is 
ground from the point, letter N, forward 

but not the point itself) until as many 
teeth as possible are brought into con- 
tact (Fig. 9). This same principle is ap- 
plied to balancing the lateral incisors and 
the central incisors in the lateral range of 
clusion. 

When the teeth are balanced in the 
lateral ranges, the contacts should be re- 
checked. These contacts manifest them- 
selves by the holes in the wax strip made 
when the teeth move laterally. These 
should not be large circular holes such as 
those produced by two large flat cusps 
rubbing against one another, but should 
be diagonal tears in the wax which are 
produced by a point to point, or a point 
to plane, contact. Points need less force 
to go through food than flat surfaces. 

A premature contact on the balancing 
side of the arch presents a serious prob- 
lem. The force in the masticating cycle 
is exerted on the working side of the arch 
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Fig. 8 * Same teeth as in Fig. 6 in centric 
occlusion. The areas LMN on the cuspid; 
OSR and TUW on the bicuspid have been 
removed. All inclined planes are now parallel 
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from the lateral range towards centric 
occlusion. This force brings the jaw to 
centric occlusion and a bit past centric. 
‘This “bit” is the Bennett movement. The 
condyle, on the working side of the arch, 
is set well into the fossa. In this position 
only the Bennett movement is present 
and the muscles that close the jaw pull 
upward. On the balancing side of the 
arch, the condyle must travel quite a dis- 
tance backward and sideward to get the 
jaw back into its place in centric occlu- 
sion. Therefore, actually, the condyle is 
in free movement during the traverse, 
and any premature contact of the teeth 
would have a fulcrum effect and produce 


\ i 


\ 


Fig. 9 * Same teeth as in Fig. 6 in lateral 
occlusion with all the cusps in contact 


a lever of the first class and the condyle 
would be forced downward. This effect 
would produce a strain or torque on the 
whole joint (capsule, ligaments and con- 
dyle) which can and does cause trismus 
or subluxation of the joint.****** 

The lingual ridges of the buccal cusps 
of the lower molars or bicuspids and the 
buccal ridges of the lingual cusps of the 
upper molars and bicuspids, on the bal- 
ancing side, may prevent contact of the 
teeth on the working side. The models on 
the articulator should be studied care- 
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Fig. 10 * Left: Teeth in lateral range of occlusion but only the cuspid contacts at A. 
Right: After occlusal equilibration, the bicuspids and molars are brought into contact 


fully in the lateral range and the balanc- 
ing side noted. If there are any premature 
contacts on the balancing side, the spot 
to grind without taking the tooth out of 
occlusion must be determined. 
This grinding will bring the teeth to- 


centric 


gether on the working side so that they 
can be put into balance.*® 

Illustration 1 of Figure 12 shows an 
upper and lower left molar and an upper 
and lower right molar in centric occlu- 
sion, in a buccolingual view. The cusp 
points and fossae that maintain centric 


occlusion and maxillomandibular rela- 
tionship are A, B, C, D. 

Illustration 2 of Figure 12 shows the 
working side open and a premature con- 
tact (C) on the balancing side. Now the 
question of where to grind arises. The 
lingual ridges of the mesiobuccal and 
distobuccal cusps at letter B of the lower 
molar should be ground up to, but not 
including, the point which makes cen- 
tric occlusion contact in the fossa of the 
upper molar. If necessary, the buccal 
ridge of the mesiolingual cusps at letter 
A can be ground up to, but not including, 
the point which makes centric occlusion 
contact in the fossa of the lower molar. 
In this way, the teeth have not been 
taken out of centric occlusion contact. 

If the removal of the tooth structure of 


both teeth is not sufficient to give con- 
tact on the working side, then one of the 
static relation contacts of centric occlu- 
sion must be sacrificed. 

When the teeth are tilted buccally or 
lingually on the balancing side and they 
thus separate the teeth on the working 
side, the cusp points and fossae which 
maintain centric occlusion must be de- 
termined in the study casts and the-spots 
selected for grinding which will leave 
these. cusps and fossae.**-"? 


Protrusive Range of Occlusion * A dif- 
ferentiation must be made between pro- 
trusive position, which is the edge to 
edge bite in protrusive, and protrusive 
range of occlusion which is the movement 
of the jaw from centric occlusion to the 
protrusive position. 

Many patients will say, “I don’t bite 
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principles in the 
natural and arti- 


defense through occlusal 


that way” (referring to the edge to edge 
bite of protrusive position). A piece of 
wax is warmed and held about an inch 
away from the patient’s lips. He should be 
asked to bite the wax quickly, and to 
keep his jaws in that bite. The patient 
will always move his jaw into a protrusive 
position. The patient should witness this 
in a hand mirror. 

Balancing in the protrusive range is 
the last step of the over-all plan. 

The median line of the face is marked 
in pencil on the patient’s teeth as they 
are in centric occlusion. This may not 
necessarily coincide with the midline of 
the upper and lower teeth. 

The patient should protrude his man- 
dible, keeping to the marked median line, 
until the teeth are edge to edge. The pa- 
tient will need a mirror to guide himself. 

Figure 10, right, depicts an upper and 
lower central incisor and lateral incisor 
in centric occlusion. As many anterior 
teeth as possible should be balanced in 
the protrusive range and, if possible, to 
‘protrusive position but the teeth must 
not be taken out of centric occlusion. The 
point of contact (A in Fig. 11) on the 
upper and lower incisors should not be 
touched but from B to C can be ground, 
thus bringing more anterior teeth inté 
contact. This is a great aid to the patient 
because frequently only one or two pairs 
of teeth are in protrusive contact. 

After the anterior teeth have been 
equilibrated in the protrusive range, the 
patient will be able to move his jaw into 
the proper protrusive range without diffi- 
culty and without the use of a mirror. 
In some instances the original deviation 
from the normal protrusive range for 
the patient is considerable, because the 
jaw had been guided by malpositioned or 
worn teeth. 

The incisal surfaces of the upper ante- 
rior teeth are corrected esthetically using 
wheel stones or disks. Some esthetic re- 
shaping of the lower anterior incisors can 
be accomplished but the teeth must not 
be moved from centric occlusion. This 
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correction does a great deal for the pa- 
tient psychologically. 

The models should be studied to de- 
termine whether there are any interfering 
cusps in the molar region. If any are 
present they should be reduced. The pa- 
tient moves his jaw into protrusive posi- 
tion (end to end) and a piece of ribbon 
is inserted between his teeth on both 
sides. The ribbon is pulled out and if 
the ribbon is caught it will show inter- 
ference. 

The points of the lingual cusps of the 
upper bicuspids and molars should not be 
ground. By shaving off part of the ridges 
of the cusps, sufficient closure may be 
effected. The distal aspect of the upper 
incisors and the mesial aspect of the 
lower cusp ridges of the bicuspids and 
the molars may be ground to effect 
closure. 

When the equilibration is completed 
in all the ranges of occlusion, the anterior 
teeth may be retested by placing the ball 


(a) 


Fig. 11 * Centric occlusion contact is at A. 
To obtain contact in the protrusive range, the 
area BC may be ground, but A must not be 
touched 
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WORKING SIDE BALANCING SIDE 


Fig. 12 © Illustration 1 shows teeth in centric 
occlusion. Illustration 2 shows a premature 
contact at C, on the balancing side 


of the forefinger against the labial sur- 
faces of each of the upper anterior teeth 
and having the patient bite in centric 
occlusion. This is a way of testing whether 
the bite has been closed a fraction. If this 
has been done, it may be corrected by 
reusing the impression wax form and 
making the correction in centric relation. 

The individual tooth movement in the 
protrusive range of occlusion should be 
checked. The patient moves his jaw into 
the protrusive range and the operator 
successively places the ball of his fore- 
finger on each maxillary incisor. If there 
is movement of the tooth, more balancing 
in the line CB (Fig. 11) is necessary.** 

Any sharp flat planes of the cusps 
should be recarved to parabolic curves, 
if possible. 

As the next step, all the ground sur- 
faces are polished first with fine sand- 
paper disks covered with cocoa butter, 
then with rubber wheels, using water 
spray. Sensitive areas may be treated with 
Gottlieb solutions or with thymol or silver 
nitrate if necessary. 

After the occlusion has been balanced, 
the inclined planes of the teeth must be 
free from irregularities and rough margins 
of fillings. As the point of a cusp passes 
over the cusps of the opposing tooth, it 
should glide in the same way that a 
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rocking chair makes contact on the floor. 
Any slight elevation on the floor causes 
a jar throughout the rocking chair; so it 
is with the jarring action of a tooth. 
Traumatic effects are produced on the 
supporting structures of the teeth, and 
other effects are produced within the 
arch and condylar region.**** 


CROSS-BITES AND END-TO-END 
BITE RELATIONSHIPS 


The models on an articulator mounted 
with a wax impression bite are studied 
and a method of procedure determined, 
keeping in mind that centric occlusion 
must be obtained. The upper buccal 
cusps and lower lingual cusps maintain 
vertical dimension; therefore, adjust- 
ments should be made on the lower buc- 
cal cusps and the upper lingual cusps. 
Also, it must be remembered that balance 
in lateral and protrusive range is neces- 
sary to distribute the stresses of mastica- 
tion over as many teeth as possible. How- 
ever, in achieving this the bite must not 
be closed. 


CONCLUSION 


The upper and lower teeth must be put 
into balance before any restorations are 
made, otherwise the existing defects will 
be accentuated. Teeth out of normal re- 
lation or extruded teeth may have to be 
altered or shortened and covered, or re- 
moved entirely. The patient should be 
told why his mouth must be put in bal- 
ance, and he will be glad to have the 
necessary work done. It is important to 
check for balance in all the ranges of 
occlusion after all the teeth are restored. 

A group of objectives have been pre- 
sented which must be kept in mind when 
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seeking to obtain equilibration of the 
natural dentition by grinding. Only such 
surfaces should be ground as interfere 
with securing balance, and all surfaces 
and contacts that give the greatest degree 
of efficiency should be maintained. Tooth 
structure must be removed cautiously, be- 
cause more can always be taken off but 
it cannot be put back. If any doubt exists, 
the surfaces on the model should be re- 
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Anesthesia in oral surgery 


studied carefully. This is preferable to 
making a poor guess. 
By treating the mouth as a unit, the 
dentist rises above being a simple artisan 
who replaces: missing teeth or parts of 
teeth. This service is a preventive measure 
and will help the patient retain his 
teeth, which is the highest goal of den- 
tistry. 
551 Fifth Avenue 


This discussion concerns the use of thio- 
pental sodium (Pentothal Sodium) as the 
anesthetic agent for various oral surgical 
procedures. These procedures range from 
simple extractions to reduction and fixa- 
tion of fractured jaws. 

This survey covers a two year period, 
during which time 356 patients were op- 
erated on. Their ages ranged from five 
months to 84 years. Thiopental sodium 
was used alone or in combination with 
nitrous oxide, oxygen and curare or Syn- 
curine. In 321 cases, the latter two drugs 
were employed when more complete re- 
laxation was required. Vinyl ether or 
ether was used for children. 


THIOPENTAL SODIUM 


Thiopental sodium, a short-acting thio- 
barbiturate, will provide adequate relaxa- 
tion for the majority of oral surgical pro- 
cedures. Induction is rapid. Recovery, as 
with most agents, tends to be delayed in 
proportion to the duration of anesthesia. 
Postanesthetic depression may occur, and 


Paul H. Lorhan,* M.D.; Charles H. Bishop,t D.D.S., 
and Ralph W. Edwards,t D.D.S., Kansas City, Kan. 


most patients, after recovering their ma- 
jor reflexes, will be drowsy or will fall 
asleep if they are not disturbed. 

Thiopental sodium is a potent hyp- 
notic, capable of producing respiratory 
arrest. It has little or no analgesic prop- 
erty. The stages of anesthesia are some- 
what different from those seen with inha- 
lation agents, since the first stage is not a 
stage of analgesia, but of clouded con- 
sciousness. The second stage is a stage of 
hypersensitivity. If the patient is left un- 
disturbed, an excitement stage is seldom 
seen. The third stage is divided into light 
or deep planes, depending on the degree 
of respiratory depression. The fourth 
stage is that of impending respiratory and 
circulatory failure. 

Respiration furnishes a reliable guide 
to depth of anesthesia. If the patient is 
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not disturbed, respiration becomes rhyth- 
mically machine-like with the onset of the 
third stage, then progressively shallower 
without much increase in rate until the 
late stages. A patient in light anesthesia 
may react to stimulation from the opera- 
tive field by rapid shallow breathing or 
breath-holding or by prolonged expira- 
tion, which gives his respiration the ap- 
pearance of third plane anesthesia. An 
increase of pulse rate may indicate deep- 
ening anesthesia with hypoxia or response 
to stimulation. The blood pressure falls 
slightly during thiopental sodium anes- 
thesia, but stimulation or anoxia may 
raise it. With thiopental sodium it is im- 
portant to correlate every possible obser- 
vation in an attempt to. judge depth of 
anesthesia. 

Oxygen should be supplied with every 
thiopental sodium anesthetic and if there 
is any doubt as to its effectiveness respira- 
tion should be assisted. 

For ordinary use, the 2.5 per cent so- 
lution of thiopental sodium is injected a 
few cubic centimeters at a time. It is ad- 
visable to watch for the signs of anesthesia 
and base the amount of each dose on the 
apparent effect of the preceding injec- 
tion. Once anesthesia is established, only 
1 cc. will need be injected at a time. 

The single absolute contraindication to 
the use of thiopental sodium is inability 
to control the airway during the operative 
procedure and in the immediate post- 
operative period. This means that with- 
out an endotracheal tube thiopental so- 
dium should not be used in any situation 
where pus, blood, mucus, vomitus, or 
other foreign material is likely to be re- 
leased into the respiratory tract. If there 
is limitation of motion of the jaws, or if 
the jaws are to be wired together, an en- 
dotracheal tube should be used. Packing 
of the throat is essential in all oral sur- 
gical procedures. Intubation is not neces- 
sary in all oral surgical procedures, but 
the airway should always be controlled 
by means of pharyngeal packs. Endotra- 
cheal intubation is done routinely in all 
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fracture cases where the jaws are to be 
wired together and in prolonged surgical 
procedures such as removal of impacted 
wisdom teeth and maxillary and mandib- 
ular cysts. 

Other contraindications include shock, 
anemia, respiratory depression and any 
condition which predisposes to anoxia or 
in which anoxia constitutes an added 
hazard. 

Thiopental should not be given to out- 
patients, unless they can be kept under 
observation for several hours, and some- 
one should accompany them home. There 
are several possible objections to giving 
thiopental to children. Children have 
small veins for venipuncture, and many 
of them are more alarmed at the sight 
of a needle than at the smell of vinyl 
ether or ether. 

Thiopental sodium should not be used 
alone for operations of more than _ 20 
minutes’ duration or for operations which 
require much muscular relaxation. 

When it is combined with nitrous ox- 
ide-oxygen and curare, there seems to be 
no limit to the type and duration of the 
operations for which it can be used. By 
combining it with nitrous oxide and oxy- 
gen, the amount of thiopental can be 
decreased. 

Administered rectally, thiopental is ex- 
cellent as a basal anesthetic in the ap- 
prehensive or difficult patient. We have 
used it as the sole anesthetic agent on a 
number of small children; however, it is 
difficult to get profound anesthesia with- 
out running the risk of overdosing. 

The continuous drip method of a 0.1 
per cent solution is satisfactory for pro- 
cedures which will produce little pain 
stimulation. By this technic, the anesthetic 
plane can be maintained at a lighter level 
and thus facilitate a more rapid recovery, 
although the induction period is longer. 


PREMEDICATION OF THE PATIENT 


The level of reflex irritabilities and the 
rate of oxygen consumption together with 
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the nature of the operation governs the 
preanesthetic preparation of the patient. 

Premedication is given with the follow- 
ing aims: 


1. To reduce metabolism and allay re- 
flex irritability. 

2. To produce psychic sedation. 

3. To raise the pain threshold. 

4. To counteract undesirable side ef- 
fects of the anesthetic agent. 


The classes of drugs commonly used are: 
1. Opiates and opiate substitutes. 
2. Barbituric acid derivatives. 
3. Belladonna drugs. 


The opiates elevate the pain threshold, 
reduce reflex irritability and produce 
euphoria, which is of great benefit to the 
patient contemplating an immediate op- 
eration. Meperidine hydrochloride, a 
morphine substitute, 50 to 100 mg., has 
analgesic properties, and is used to reduce 
reflex irritability and metabolic rate. It 
tends to cause less nausea and vomiting 
than morphine. 

The short-acting barbiturates which 
are used for preoperative medication in- 
clude vinbarbital, pentobarbital and seco- 
barbital. These drugs are used prin- 
cipally for the psychic sedation they pro- 
vide. 

The belladonna drugs used are atro- 
pine and scopolamine. They are impor- 
tant in oral surgery in that they depress 
salivary secretions, reflex irritability me- 
diated through the vagus nerve and 
counteract the respiratory depression 
produced by morphine. 

Any of these drugs may be adminis- 
tered subcutaneously or intravenously. 
The maximum effect is reached almost 
immediately when administered intra- 
venously. 


SURGICAL PROCEDURE 


When a patient is admitted to the hos- 
pital, the medical department executes 
the physical examination, with the circu- 
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latory and respiratory systems being 
stressed. There is also a dental history 
taken in the clinical examination with a 
complete oral roentgenographic survey 
and extraoral views when indicated. The 
patient is then seen by the anesthesiolo- 
gist who prescribes proper premedication. 

In all oral surgical procedures, the 
throat is packed off as soon as the patient 
is anesthetized. This is important and 
serves the purpose of keeping the throat 
completely dry from salivary secretion 
and hemorrhage. It aids in preventing 
laryngospasm, and it eliminates the possi- 
bility of the patient aspirating any foreign 
objects. 

In placing the throat pack, the tongue 
is pulled forward and a 4 by 4 gauze 
pack is opened and one end is placed on 
one side of the throat and carried to the 
opposite side and back again until the 
throat is completely packed off. When 
the tongue is released, it is held forward 
to avoid obstructing the airway. Proper 
placement of the mouth pack is necessary 
in preventing respiratory obstruction. 

If packs are pushed too far posteriorly, 
the soft palate is forced against the post- 
pharyngeal wall and blocks the airway. 
Thus nasal breathing is prevented by the 
palatal obstruction and mouth breath- 
ing is prevented by the sponge. If the 
tongue is not pulled forward before plac- 
ing the pack, it may be forced back over 
the laryngeal opening causing an obstruc- 
tion. 

In all oral surgical procedures both 
the oral surgeon and the anesthetist must 
keep the mandible and tongue forward 
to maintain a patent airway. 

If there seems to be obstruction, a 
tongue suture is indicated. This is espe- 
cially true in treating fracture cases if 
intraoral fixation is to be used. After the 
jaws are wired shut, it would be impos- 
sible to pull the tongue forward without 
cutting the fixation wires. Therefore, the 
tongue suture is placed and remains until 
the patient has completely recovered from 
the anesthetic. Obviously, the suture must 
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the teeth in order that it can be removed 
easily. 

In placing a tongue suture care should 
be taken to place it just anterior to the 
lingual frenum at the midline, to prevent 
unnecessary tenderness or hemorrhage. 

After the surgical procedure is com- 
pleted, the packs are removed, the throat 
is checked and aspirated. Gauze packs 
with a string attached are placed over 
the operative area and the strings taped 
to the face. These remain in place until 
the patient has recovered from the anes- 
thetic. 

In this series, a severe laryngospasm 
developed in four instances. This compli- 
cation can usually be treated effectively 
by aspirating any mucus, forcing oxy- 
gen, injecting an additional amount of 
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be tied so that the knot lies labially to 


Simultaneous recording of centric occlusion 


and vertical dimension 


atropine or deepening the plane of anes- 
thesia. If the spasm continues, intubation 
should be done immediately. 

In the entire series, there was only one 
death. It occurred on the sixth postopera- 
tive day. The pathologist attributed the 
cause of death to terminal bronchopneu- 
monia secondary to metastasis from a car- 
cinoma of the uterus. 


SUMMARY 


The application of thiopental sodium by 
the anesthesiologist fulfills a great need 
in the treatment of oral surgical proce- 
dures. The patient will benefit by the 
skills of the oral surgeon and anesthesiolo- 
gist working as a team, with each under- 
standing the needs and requirements of 
the other. 


Baltimore 


In many respects dentistry has made 
great strides in the direction of a better 
prosthetic service. Better materials have 
been developed and more accurate equip- 
ment has been designed. Now there are 
many choices of good impression, cast, 
and base materials. The technic for 
orienting the casts by means of a face- 
bow on an anatomical articulator, the 
devices for easily and accurately obtain- 
ing the centric positions by means of 
intraoral and extraoral tracings, the 
methods of recording lateral and pro- 
trusive movements with plaster check- 


James E. Pyott, D.D.S., 


and Aaron Schaeffer, D.D.S., M.S., 


bites, are all scientific and mechanical 
advancements toward better denture 
technics. 

Nevertheless, one factor in denture 
construction, the establishment of the 
proper vertical dimension in the edentu- 
lous mouth, has not been determined by 
the same exacting technics as have the 
other important factors. Vertical dimen- 
sion is so closely allied with that of centric 
occlusion that the former cannot be de- 
termined without considering the latter. 

Various procedures to determine either 
or both factors have been suggested by 
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Fig. 1 + Cephalometer. Left: the stabilizer; right: the head positioner 


many investigators, but no one has pre- 
sented a method by which the two factors 
can be determined and recorded simul- 
taneously and permanently. 

It is the purpose of this paper to pre- 
sent a technic by which these two factors 
in the construction of a full denture may 
be scientifically determined and recorded 
—a method by which the factors, instead 
of being determined subjectively by ex- 
perience and intuition, can be calculated 
by actual measurement, repeated easily 
and checked exactly. 

The cephalometer (Fig. 1) used in our 
work has been described very adequately 
elsewhere in literature.’ It consists of a 
stabilizer for the patient’s head and a 
fixator for the x-ray tube. The head of 
the patient is stabilized by means of two 
plastic rods which fit into the patient’s 
ears. The x-ray unit is fixed so that its 
central ray travels directly through the 
ear rods and is located at a distance of 
five feet from the midsagittal plane of 
the head. The cassette holding the film 
is moved as close as possible to the head 
in order to minimize size distortion. Since 
the inevitable size distortion on the film 
is measurable, the measurements made on 


the film can be corrected for it, but it is 
of small significance. 

A number of years ago, using cephalo- 
metric technics, Brodie and Thompson? 
refuted concepts long taught in dental 
science that the teeth contribute to the 
facial height and that with the attri- 
tion or loss of teeth, facial height dimin- 
ished correspondingly. They showed that 
by the third month of life the mandible 
assumes a certain relationship to the head 
which persists throughout the life of 
the individual. This position of the man- 
dible, referred to as the rest position, 
is determined by the balance of the mus- 
culature which supports the mandible. 
The rest position is not affected by the 
presence or absence of teeth and it alone 
determines the vertical dimension of the 
face. This rest position is the position 
in which the mandible is carried nor- 
mally when the mandible is not being 
used for such purposes as masticating 
or talking. 


1. Broadbent, B. H. A new x-ray technique and its 
application to orthodontia. Angle Orthodont. 1:45, 
1931. 


2. Brodie, A. G., and Thompson, J. R. Factors in the 
position of the mandible. J.A.D.A. 29:925 (June) 1942. 
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There is a diminution in the facial 
height when the mandible moves from 
its rest position to the position where 
the teeth are in occlusion. This decrease 
is determined by the amount of space 
which exists between the teeth when the 
mandible is at rest; it is called the free- 
way space, or work bite. From his inves- 
tigations on normal dentures, Thompson* 
calculated the average freeway space 
to be between 2 and 3 mm. Examina- 
tion of patients with full dentures, where 
the vertical dimension was increased be- 
yond the normal rest position, showed 
that after a period of time the mandible 
returned to its normal rest position and 
the normal freeway space was re-estab- 
lished at the expense of the bone sup- 
porting the dentures. 


DETERMINATION OF REST POSITION 
AND VERTICAL DIMENSION 


Of the many factors involved in the con- 
struction of full or partial dental pros- 


theses which are esthetically pleasing 
and functionally sound, it is apparent 
that two of the more important are the 
rest position and the vertical dimension— 
vertical dimension of the face when the 
mandible is at rest and also the vertical 
dimension when the teeth are in centric 
occlusion. It is, therefore, obvious that 
a recording of vertical dimension must 
involve centric occlusion. The proper 
vertical dimension cannot be recorded 
unless the patient’s jaws are in centric 
occlusion. As has been stated before, it 
is the purpose of this paper to present 
a technic to determine and record the 
vertical dimension when the patient’s 
jaws are in centric occlusion. In order 
that the technics advocated in this paper 
be clearly understood, a step-by-step re- 
view of an actual case follows: 

1. Impressions were taken and casts 
were made. 


3. Thompson, J. R. The rest position of the mandible 
and its significance to dental science. J.A.D.A. 33:15! 
(Feb.) 1946. 


Fig. 2 ¢ Left: Patient in rest position, completely relaxed, without dentures. Right: 
Roentgenogram showing the rest position. The distance between points A and B was 


108.5 mm. 


: 
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2. Bite-blocks were made. 

3. Bite-blocks were cut down to pro- 
vide the vertical dimension which the 
operator felt was correct. 

4. By means of a face-bow transfer, 
using the bite-blocks from Step 3, the 
casts were mounted on an anatomical 
articulator. 

5. Biterims were made and lined with 
paste for accuracy. Then Gothic arch 
tracing units, consisting of a central 
bearing point and external tracer, were 
fixed to the rims. The vertical dimension 
determined by the central bearing point 
had been arbitrarily set in Step 3. 

6. In order to determine the exact 
vertical dimension, the determination and 
and recording of the rest position became 
a necessity. These were accomplished as 
follows: The patient, without dentures, 
was seated in the chair and her head 
adjusted in the stabilizer. The patient’s 
sitting position was a normal one and 
was as comfortable as possible. Her head 


PYOTT—SCHAEFFER . . . VOLUME 44, APRIL 1952 © 433 


Fig. 3 * Left: Patient with jaws in centric occlusion. Plaster matrix in position. Right: 


was not thrust forward or back nor was 
it under any strain and it was so ad- 
justed that the Frankfort horizontal 
plane was parallel to the floor (Fig 2, 
left). Then the following technics were 
rigidly followed to secure 6 exposures 
to record the rest position: (a) The sub- 
ject was engaged in conversation while 
the operator carefully watched her. When 
the operator felt that all the tension had 
been relieved and the patient was relaxed, 
the first exposure was made. (b) The 
patient was instructed to swallow. At the 
very end of the act of deglutition as the 
mandible came to rest, the second expo- 
sure was made. (c) The third exposure 
was made after the patient had repeated 
the sound “M” several times and the 
mandible had come to rest. (d) These 
procedures were repeated for three more 
exposures (Fig. 2, right). 

7. The biterims with the central 
bearing point and external tracer (an 
internal tracer works just as well) were 


Roentgenogram of the patient with central bearing point and external tracing unit 


recording the centric occlusion. The distance between A and B was 108 mm. 
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placed in the patient’s mouth. With the 
biterims seated firmly, the patient was 
asked to make the various excursions: 
forward, backward and side-to-side. 
These movements, of course, inscribed 
the typical Gothic arch tracing. The pa- 
tient was then instructed to move the 
mandible so that the extraoral stylus was 
touching that point on the Gothic arch 
tracing which is known as the centric 
position. Plaster was injected between the 
tracing device. When the plaster had 
set, another ce 
gram was taken (Fig. 3 

8. When the cite nograms were 
developed, two points were marked on 
every film: (A) nasion, at the suture 
between the frontal bone and the nasal 
bone and (B) pogonion, the most pro- 
trusive point on the chin. It was not 
absolutely necessary to select these two 
points. It was necessary merely to select 
the same two points on each film. This 


Fig. 4 * Tracings made of the nasal and man- 
dibular areas on the roentgenograms shown in 
Figure 3. Holes were punched at A and B. 
These tracings were superimposed over every 


roentgenogram taken and the same points were 
punched on every film 
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was done by tracing the nasal area and 
mandible of one film on a piece of tracing 
paper (Fig. 4). On the tracing paper 
a hole was punched through the point A, 
the point considered nasion, and another 
at point B, the point considered pogo- 
nion. The tracing of the nasal area was 
superimposed on each film and hole A 
was punched. Then the mandibular trac- 
ing was superimposed on each film and 
hole B was punched. 

9. On each of the six films, the dis- 
tance between points A and B was meas- 
ured to determine the rest position. Al- 
most invariably at least five and usually 
six readings corresponded exactly. Cer- 
tainly, if five readings correspond exactly 
and one is slightly off, it is not difficult 
to determine the correct rest measure- 
ment. In this instance the reading was 
108.5 mm. (Fig. 2, right). 

10. Measurements between A and B 
on the film indicating centric occlusion 
gave a reading of 108 mm. (Fig. 3, right). 
Since the mandible must close from rest 
to occlusion leaving a freeway space of 
approximately 2 to 3 mm., it was obvious 
immediately that the vertical dimension 
which was arbitrarily given the patient 
was too great. In the average case the 
measurement at centric always should be 
approximately 3 mm. less than the 
dimension at rest. In this instance, how- 
ever, only 0.5 mm. of freeway space had 
been left, for the measurements recorded 
were: A to B reading at rest, 108.5 mm. 
(Step 9); A to B reading in centric oc- 
clusion, —108 mm. (Step 10); leaving 
a freeway space of 0.5 mm. Since between 
2 and 3 mm. of freeway space was de- 
sired, it was necessary to adjust the 
central bearing point to “close the bite” 
approximately 2 to 2.5 mm. This was 
done arbitrarily. 

11. The biterims with the new central 
bearing point setting were returned to 
the patient’s mouth and the patient again 
was placed in the cephalometer. Another 
Gothic arch was inscribed. With the stylus 
at the centric position, plaster was in- 


jected to obtain the new centric check- 
bite, and another cephalometric picture 
was taken (Fig. 5). 

12. The same tracings made in Step 8 
(Fig. 4) were superimposed over the new 
film indicating centric occlusion (Step 
11), and the holes indicating points A 
and B were punched 

13. Measurements between A and B 
on the new film (Step 11) gave a read- 
ing of 106 mm. This showed a freeway 
space of 2.5 mm. had been left: A to B 
reading at rest, 108.5 mm. (Step 9); 
A to B reading in centric occlusion, — 106 
mm. (Step 13); leaving a freeway space 
of 2.5 mm. 

14. The biterims with the plaster core 
were then used to reset the casts on the 
articulator. 

15. The teeth were set up and the 
dentures cured. 

16. The finished dentures were placed 
in the patient’s mouth and the patient 
was instructed to hold the teeth in occlu- 
sion while another cephalometric roent- 
genogram was made. (See Figure 6, 
left. ) 

17. The tracings made in Step 8 (Fig. 
4) were superimposed on the roentgeno- 
gram made in Step 16, and once again 
the holes A and B were punched on the 
film. 

18. Measurements between A and B 
gave a reading of 106 mm. This showed 
that the dentures had not been dis- 
torted during the curing process and that 
the 2.5 mm. of freeway space had been 
maintained. 

19. A roentgenogram was taken of 
the patient with her old dentures in posi- 
tion (Fig. 6, right). (Actually, this was 
done as one of the first steps, but in order 
not to confuse the reader, it was placed 
as the last step.) The distance between 
the points A and B was 108.5 mm. This 
showed that the patient’s difficulty was 
caused by a lack of freeway space, for 
_ the measurement in occlusion was the 
same as the measurement at rest with- 
out dentures. 
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SUMMARY 


The technic for recording the rest posi- 
tion has been reviewed. A technic for 
determining and recording the proper 
vertical dimension when the teeth are in 
centric occlusion has been suggested. In 
this way, the operator knows that he has 
left sufficient freeway space or work bite. 
Although it is true that the average 
freeway space is between 2 and 3 mm., 
some patients require more than the 
average, while others can function well 
with less. An absolute determination of 
the freeway space which should be pro- 
vided in dentures can be made only 
before the natural occlusion has been 
destroyed by extractions. When this de- 
termination is impossible, the best service 
possible under the circumstances is ren+ 
dered by providing the average freeway 
space. The dentist should be very cau- 
tious in reducing what he considers ex- 


Fig. 5 * Roentgenogram of the patient with 
the new setting of the central bearing point. 
This time the distance between A and B was 
106 mm. 
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Fig. 6 * Left: The completed new dentures in centric occlusion. The distance between 
A and B was 106 mm. Opaque area is a cast gold postdam on the upper denture. 
Right: Patient with old dentures in occlusion. Distance between A and B was 108.5 
mm., the same as the patient’s rest position. The patient could not wear these dentures 


because there was no freeway space 


cessive freeway space in dentures that 
have been functioning well for years. 
If the dentures permit a freeway space 
of 4 or more mm., probably it will be 
to the patient’s best interest to retain all 
or almost all of that space. Similarly, if 
a patient has been functioning well for 
a number of years with a freeway space 
slightly less than two mm., it is advis- 
able to maintain that same freeway space 
in the new dentures. 

Although the technic outlined in this 
paper might, on first reading, appear too 
challenging and the equipment expen- 
sive and difficult to use, we can say 


advisedly that such is not the case. The 
complete cephalometric setup can be pur- 
chased for approximately $400, and the 
roentgenograms, after a little experience, 
can be taken with a minimum of effort 
and time, using a regular dental x-ray 
machine. 

Using this technic, we have completed 
a large number of dentures which have 
given amazing results in function and 
patient satisfaction. The technic de- 
scribed in this paper can be adapted 
easily for partial denture prosthesis and 
for full-mouth rehabilitation. 

206 Medical Arts Building 


Cases and Comments 


FRACTURE OF MANDIBLE WITH CELLULITIS 
AND DRAINING SUBMAXILLARY LYMPH 
NODES: REPORT OF A CASE 


By C. W. Newman, D.D.S., Indianapolis. 


This case is reported to show one result that 
may occur from a mandibular fracture that is 
untreated for a considerable time. 


History * A 25 year old white man was seen 
in November 1947. He was suffering from a 
painful swelling of the right cheek. The cause 
of the swelling was not readily apparent. The 
patient reported a slight elevation in temper- 
ature at the time of examination. He had been 
in an automobile accident in August 1947, 
which resulted in no known injury to the jaw 
except a tenderness of the chin. A slight puru- 
lent discharge from the soft tissue around the 
lower right second molar was noted on De- 
cember 24, 1947. Four days later, an incision 
was made by his physician on the right ex- 
terior surface below the mandible, with a con- 
sequent stoppage of intraoral drainage. How- 
ever, extraoral purulent drainage occurred 
continuously from the site of the incision up 
to the time the patient was admitted to the 
hospital on February 24, 1948. 


Examination * Positive findings were limited 
to the head and neck. In addition to the 
region of drainage, there was a diffuse swell- 
ing over the lower right jaw and some granu- 
lation tissue around the region of the sub- 
maxillary lymph nodes. The tissue in this 
region was painful and slightly indurated. Ex- 


of healing 


Left: Lateral view, revealing linear fracture through body of right side of mandible; 
right: lateral view, revealing union of fragments of right side of mandible with evidence 


cept for a little trismus, the mouth appeared 
to be normal and well kept. 

Lateral roentgenograms of the right side of 
the mandible revealed a linear fracture through 
the body just anterior to the angle (illustra- 
tion, left). There was no displacement of the 
fragments, but the third molar was impacted 
and lay in the line of fracture. 


Laboratory Report * Hematologic analysis 
showed the following: hemoglobin 14.1 Gm.; 
red blood cells 4,100,000 and white blood cells 
6,300 (normal differential). The bleeding time 
was two minutes and coagulation time four 
minutes. Results of serologic analyses were 
negative and urinalysis was within ‘normal 
limits. 

Surgical Procedures * On February 25, 1948, 
the impacted lower right third molar was re- 
moved surgically under local anesthesia. The 
fracture fragments were not separated at this 
time and seemed to be firmly joined. On Feb- 
ruary 26, 1948, an operation was done under 
thiopental sodium anesthesia. Morphine (% 
grain) and atropine (1/100 grain) were used 
for premedication. An incision 1.5 cm. in 
length was made along the inferior border of 
the mandible below the right third molar 
region. Curved hemostatic forceps were passed 
through the soft tissue to the fracture site. No 
pus was encountered, but a straw colored 
serous exudate was evacuated. A curet was 
used to clean out the fistulous tract and the 
submaxillary lymph nodes. The tract was 
probed to the fracture site and Penrose drains 
were introduced. The drains were covered with 
sterile gauze dressings. 
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Course * Normal saline solution was used to 
irrigate the mouth and codeine (1 grain) was 
administered every four hours, as necessary, 
for sedation. Penicillin (25,000 units) was 
given every three hours from February 24 to 
March 2. The patient was febrile for two days 
following the operation. The Penrose drains 
were removed on February 29. On March 2, 
drainage had stopped from the lymph nodes. 
By March 8, drainage had stopped from the 
other incision and all swelling had subsided. 
The incisions appeared well healed by March 
15 and the tooth socket was healing satisfac- 
torily. Clinically, the fragments were firmly 
united. The patient was discharged at that 
time with instructions to return later for a 
check-up. Roentgenograms taken on June 1, 
1948 showed evidence of healing on the right 
side of the mandible (illustration, right). The 
two scars were scarcely noticeable. The patient 
was regarded as cured with no need for fur- 
ther treatment. 


Remarks * The normal hematologic picture 
suggests an infection of low virulence. It ap- 
pears from the history that the patient may 
have fractured his jaw at the time of the 
automobile accident in August 1947. The frag- 
ments would probably have united sponta- 
neously, if it were not for the impacted third 
molar in the line of fracture. In this event, 
the patient would never have been aware of 
the fracture. Had prompt treatment been in- 
stituted in November 1947 when the symp- 
toms were noticed, the impacted molar could 
have been removed and involvement of the 
lymph nodes probably avoided. Lack of knowl- 
edge by the patient of the fracture undoubt- 
edly accounts for the delay in treatment. 
2601 Cold Spring Road 


Sponsored by the Veterans Administration and put 
lished with the approval of the Chief Medical Direc 


The statements and conclusions published by the author 
are a result of his own study and do not necessarily 
reflect the opinion or policy of the Veterans Administra- 


on. 


TECHNIC FOR REDUCTION OF 
MANDIBULAR DISLOCATION 


By S. O. Tatkin, D.D.S., M.D., Grand- 
view, Wash. 


A new and simple technic for the reduction 
of mandibular dislocations has been developed 
which eliminates some of the difficulties. en- 
countered in the customary method. 

The method which has been described most 
frequently requires the exertion of force by 


the operator’s thumbs on the occlusal surfaces 
of the molar teeth. This technic has several 
disadvantages and it sometimes results in dam- 
age to the operator’s fingers. The force which 
can be applied by this method is governed by 
the position of the operator, with no resulting 
leverage advantage. Moreover, great pressure 
may be necessary to reduce the mandible, 
which is often not obtainable in a controlled 
manner. 

The proposed method consists of using sev- 
eral tongue blades which have been padded 
on one end with gauze and adhesive tape. The 
padded end is inserted between the occlusal 
surfaces of the molar teeth on the affected 
side. Two sets of tongue blades may be used 
in cases where bilateral force is indicated. 
With the patient under general anesthesia or 
sedation, the tongue blade is inserted at an 
angle. Pressure is applied externally in an up- 
ward direction on the chin and the tongue 
blade or blades are rotated in the manner of 
turning a key in:a lock. By this method a 
positively controlled force is utilized in guid- 
ing the condyle back into its proper position 
in the glenoid fossa. Although the technic is 
simple and less taxing on the operator, much 
force can be exerted. Application of external 
pressure to the chin by the operator or assist- 
ant, while the tongue blade is being turned, 
permits control of the movement. 

The proposed method has been utilized with 
uniformly good results in those instances where 
the force from the operator’s thumbs proved 
inadequate to reduce the dislocation. 


REIMPLANTATION OF AN UPPER LEFT 
CENTRAL INCISOR: REPORT OF A CASE 


By G. James J. Falvello, D.DS., 
Hazleton, Pa. 


J. A. F., a 17 year old male third year high 
school student, was referred for treatment on 
June 6, 1950. On the previous evening during 
an argument in an outdoor basketball game, 
the patient had been struck on the mouth 
with a fist. The trauma resulted in expulsion 
of the maxillary left central incisor and lacer- 
ation of the lower lip in the median area. The 
alveolus, containing a blood clot, had been 
edentulous for 23 hours. 

The alveolar wall exhibited no crepitation. 
Roentgenograms revealed no fracture of the 
alveolar wall and no retained root fragments. 
A large nutrient canal was observed in the 
bone between the central incisor alveoli (illus- 
tration, A). 

On questioning the patient regarding his 
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A: Occlusal view shows alveolus after traumatic loss of left central incisor; B: reim- 
plantation of tooth with splint of stainless steel wire (Aug. 6, 1950); C: reimplanta- 


tion with stainless steel wire splint removed (Aug. 21, 1950); D: 


slight cemental 


resorption on distal surface of the apex of reimplanted left central incisor 


tooth, he produced it, wrapped in a small piece 
of newspaper. It was a well formed, noncarious 
tooth with no attached periodontal tissue or 
fracture lines. It was placed in a small vessel 
containing a 1:1,000 solution of Zephiran 
Chloride for 15 minutes. The pulpal tissue was 
removed by reamer and broach through the 
apical foramen. The tooth then was placed in 
a fresh solution of Zephiran Chloride for 15 
minutes. 

Monocaine hydrochloride containing 250,- 
000 units of penicillin was injected locally and 
the upper anterior mucosa was painted with 
tincture of Metaphen. The blood clot was re- 
moved from the alveolus, particular care be- 
ing taken not to traumatize the periodontal 
membrane. With a cotton roll under the upper 
lip and a saliva ejector in the floor of the 
mouth, a sterile gauze pack was placed into 
the alveolus. The left central incisor was re- 
moved with sterile forceps from the Zephiran 
Chloride solution and placed on a sterile gauze 
pad. Dentalone solution (chlorobutanal, clove 
oil, methyl salicylate, oil of cassia, and cin- 
namic aldehyde) was introduced through the 
apical foramen into the root canal and pulp 
chamber. The sterile gauze pack was removed 
from the alveolus and tincture of Metaphen 
was applied followed by Dentalone solution. 
The left central incisor was then positioned 
in the alveolus. 

Stainless steel wire (0.016 inch) was placed 
from the distal aspect of the right central in- 
cisor lingually to the distal aspect of the left 
lateral incisor through the embrasure labially 
to the mesial aspect of the right central incisor 
and both ends were twisted and cut. Small 
wire loops were then placed at the mesial and 


distal aspects of the left central incisor (illus- 
tration, B). 

The patient was instructed to give up trum- 
pet playing for three months, and to apply 
an ice pack to the upper jaw, one-half hour 
on and one-half hour off, for six hours. He 
was placed on a soft diet supplemented with 
vitamins and all the orange juice and milk he 
could drink. Empirin (10 grains) and codeine 
(0.5 grain) were prescribed for relief of pain. 

On June 7, the upper lip appeared edema- 
tous. The labial mucoperiosteum was incised 
to permit escape of the exudate and tincture 
of Metaphen was applied. By June 10 the 
edema had entirely disappeared and the tissue 
was pink and normal and by the following 
day the tooth was firm and the patient was 
again eating a varied diet. 

The patient subsequently was seen twice 
weekly and on August 21 the wire splints were 
removed and roentgenograms taken (illustra- 
tion, C). The implanted tooth seemed firm, 
although it had lost a trifle of its normal hue. 
No root canal filling had been inserted since 
the apex would be hermetically sealed by the 
positioning of the tooth in the alveolus. It was 
felt that the rich supply of collagenous fibers 
of the periodontal membrane would reattach 
themselves to the sterile root. 

There was no evidence of recession of the 
labial or lingual gingivae, which appeared 
pink, dense and firm. Roentgenograms dis- 
closed little change, except for a slight resorp- 
tion of cementum of the distal surface of the 
root apex (illustration, D). The tooth re- 
mained firmly in place and the patient was 
able to resume playing the trumpet. 
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Reports of Councils 


COUNCIL ON LEGISLATION 


Statement of the American Dental Association 


before the House Committee on Appropriations 


regarding the proposed appropriation for the 
Dental Division of the U. S. Public Health 


Service, February 19, 1952 


Following is the prepared statement written by E. H. Gale, chairman of the Council 


on Legislation, and presented to the House Committee on Appropriations in support 
of an appropriation to provide technical assistance to states in connection with 
fluoridation of water supplies and to urge the Congress to provide funds to construct 
a building for the National Institute of Dental Research. This testimony will be 
presented later to the Senate Committee when that body is considering the appropria- 


tions bills. 


Mr. Chairman and Gentlemen 
of the Committee: 

I am Dr. E. Harold Gale of Albany, New 
York, a practicing dentist of that city. I am 
here this morning as chairman of the Coun- 
cil on Legislation of the American Dental 
Association to discuss with you the budgetary 
recommendations of the Dental Division of 
the Public Health Service and, on behalf of 
the American Dental Association, to make 
certain suggestions concerning that budget. 
With me is Mr. Francis J. Garvey of Chicago, 
Illinois, the Secretary of the Council. At the 
conclusion of this statement either of us will 
be glad to attempt to answer any questions 
the Committee may desire to ask. 

One item in the budget is the amount of 
$250,000 to be made available in the form of 
grants-in-aid to states for the purpose of pro- 
viding funds to employ technicians to assist 
local communities in studying their water sup- 
plies in relation to fluoridation. The Associa- 
tion, for reasons which I will discuss, desires 
to recommend that this be increased to $750,- 
000, that it be specifically earmarked for this 
purpose, and that it be made available as soon 


as possible. One item which is not in the 
budget is the sum of $1,900,000 which is the 
balance of $2,000,000 authorized by the 80th 
Congress for the construction of a building 
for the National Institute of Dental Research. 
The Association likewise recommends that this 
item be added to the appropriations for the 
Dental Division of the Public Health Service 
and be provided at this time. 

Let me discuss each of my requests in turn. 
The first relates to grants to assist in the 
study of fluoridation of community water sup- 
plies. I know that Dr. Bruce Forsyth, the 
Chief Dental Officer of the Public Health 
Service, has already discussed this matter with 
you. I have not seen a copy of his testimony 
so I hope you will bear with me if I repeat 
some of the basic information on this subject 
which he may already have presented to you. 

Dentists have been interested for more 
than 30 years in the effect the element fluorine 
has upon the teeth. After lengthy research it 
has. been discovered that it has an affinity for 
the tooth structure which tends to reduce the 
number of cavities which might ordinarily be 
expected to occur where the teeth of children 
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have not been exposed to the element. Where 
fluoride-bearing matter is used from infancy 
on there can safely be anticipated a reduction 
of 60 to 65 per cent of the number of cavities 
ordinarily expected to be found in a given age 
group. The American Dental Association care- 
fully evaluated the studies which have been 
made in this field, together with the data 
supporting them. Finally, in 1950 its House 
of Delegates adopted the following resolution: 


Resolved, That in the interest of public 
health, the American Dental Association 
recommends the fluoridation of municipal 
water supplies when the fluoridation pro- 
cedure is approved by the local dental 
society and utilized in accordance with 
the standards established by the respon- 
sible health authority. 


This resolution placed the dental profession 
squarely on record in favor of the fluoridation 
of community water supplies. 

The beneficial effects of fluorine on the 
teeth of children can be obtained in two ways: 
(1) by direct topical application of sodium 
fluoride to the tooth surface; (2) by fluori- 
dating water which will be drunk by young 
children. During recent years the Congress 
has provided money to the Public Health Serv- 
ice for the maintenance of demonstration 
teams to teach and popularize the use of the 
first method. These teams have generally ful- 
filled their mission and this demonstration 
program will be discontinued. The topical ap- 
plications to teeth will, however, continue to 
be made either by private dentists or, in some 
areas, in connection with school health pro- 
grams. In other words the federal funds ex- 
pended for this purpose have been wisely used 
and have stimulated interest in this health 
measure. 

Community water supply fluoridation is the 
next step. This process is less expensive, in 
terms of per capita cost, and more effective, 
in terms of anticipated decrease in the inci- 
dence of caries, than is the topical method. 
Both, however, will continue to be employed 
as health measures because community water 
supply fluoridation. obviously does not reach 
those persons who draw their water from 
private wells or other noncommunity sources. 
The funds which are sought in this appro- 
priation will be used by states to employ tech- 
nical experts who will be made available to 
local communities which need assistance in 
evaluating their own water supplies in rela- 
tion to fluoridation and for providing techni- 
cal services in fluoridation projects. The funds 
will not be employed either to purchase equip- 
ment or material for actual operation. The 
Association believes that such cost is the 
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responsibility of the citizens of the individual 
community. However, it is more efficient and 
more economical to provide a technical staff 
at the state level to serve as consulting ex- 
perts on the problems which may arise, than 
it is to set up such a staff in each individual 
community. Inquiries made by the Association 
among the states indicate that they neither 
have nor expect to have the funds made avail- 
able from state sources to provide this service. 
Consequently, because of the widespread inci- 
dence of dental caries the Association is willing 
to recommend that these initial funds be pro- 
vided by the federal government. 

This service is necessary because no two 
communities have exactly identical water. 
All of it is affected to some extent by the 
geological conditions present in the area from 
which it is obtained or through which the 
water passes from its source to the drinking 
water supply. It therefore becomes necessary 
in any program involving community water 
first to analyze that water to determine exactly 
what it contains. When fluoride is to be added 
it is particularly important to know whether 
the water already contains this element and 
if so in what quantities. If the amount is ex- 
cessive it may be necessary to remove some 
of the fluorine rather than to add more. Fluo- 
rine in the water supply is not harmful in the 
quantities recommended for this purpose. This 
amount is approximately 1 part fluorine to 1 
million parts of water. Many communities have 
water supplies which contain far in excess of 
this amount. 

There are about 16,000 community water 
supplies in the United States which cover 
about 100 million people. Studies already 
made indicate that 470 communities naturally 
have about the proper fluorine concentration, 
230 have too much fluorine (this produces a 
staining of the teeth), and 200 are now adding 
fluorine. These figures are constantly chang- 
ing as more communities study their water 
supplies from this point of view and take 
steps to make the necessary adjustments. The 
appropriation which we seek would help to 
evaluate the needs of communities now con- 
sidering the problem. 

Bear with me, please, while I present some 
facts which illustrate the extent of the den- 
tal health problem in this country. The facts 
are not new. They have been presented to 
your Committee and to other committees of 
Congress before. Ninety-five per cent of the 
population is affected with one form of den- 
tal disorder or another at some time between 
the cradle and the grave. Among the afflic- 
tions which most persons may expect to ex- 
perience is the dental disease known as Caries, 
which is more commonly spoken of as cavi- 
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ties in the teeth. I believe I would be safe 
in saying that there is not one person in this 
room who has not, at some time or another, 
sat in a dental chair for the purpose of hav- 
ing a tooth filled, which is the ordinary treat- 
ment employed to stop and repair the effects 
of dental decay. It is probable that this expe- 
rience has been repeated not once, but many 
times. 

I can make this statement confidently with- 
out having first made a personal examination 
of any member of the committee because as a 
dentist I am acquainted with the statistics 
on dental disease. Studies have indicated that 
50 per cent of children in the two-year age 
group will have one or more decayed teeth. 
By age 6, when most children start grammar 
school, we expect to find at least three de- 
ciduous teeth with cavities. Fourteen per cent 
of all children will develop carious lesions 
in their 6-year-old molars which are their 
first permanent teeth. Five years before they 
are eligible to vote, or at the not too advanced 
age of 16, most adolescents will have at least 
seven teeth which either are missing, have 
present evidence of decay, or have been filled, 
and at least 14 tooth surfaces will be involved 
By the age of 50 more than half .of the popu- 
lation is either wearing dentures or has a 
number of teeth missing which should be 
replaced by artificial teeth. 

Any disease so universally prevalent and 
with such continuous effect on all age groups 
in the population manifestly constitutes a ma- 
jor health problem and involves a continuous 
money cost. Last year, for example, it is esti- 
mated that more than one billion dollars was 
expended for dental care. Some forty mil- 
lion dollars was spent by the Veterans Ad- 
ministration in the form of direct payments 
to dentists for hometown services rendered to 
veterans. Additional millions were expended 
by the federal Government for the dental care 
of veterans by Veterans Administration-em- 
ployed dentists; for the care of the numerous 
beneficiaries of the Public Health Service; 
and for the care of members of the Armed 
Forces. Still other millions were expended by 
states and by local communities for the care 
of institutionalized persons and indigent per- 
sons not institutionalized. It is safe to say 
that had every person who needed dental care 
last year sought it, from private practitioners 
or public sources, the total cost would have 
been several times as much as was actually ex- 
pended. 

Within a few days the Congress will con- 
sider a measure to place in operation Universal 
Military Training. UMT is not proposed as a 
temporary program. It will be, so far as we 
can see at this time, a program which will 


affect all 18-year-old males from this point 
on. In connection with this program the As- 
sociation has recommended complete dental 
examinations of all persons inducted into the 
National Security Training Corps, but has 
also recommended that any dental treatment 
be limited to that required for the immediate 
comfort of the trainee and to that which is 
required to enable him to perform his training 
duties. It would be ostrich-like, however, not to 
foresee that, at least for the next few years, 
large numbers of 18-year-olds will be trans- 
ferred directly from the National Security 
Training Corps to active duty in a Reserve 
component of the Armed Forces. 

When this occurs the Government will pro- 
vide such individuals with a greater quantity 
of dental care than will be necessary under 
the UMT program and will become liable to 
such individuals for possible service-connected 
dental care under veterans laws. Further, one 
has only to read the arguments advanced on 
the subject during the past five years to 
realize that once the 6-months’ UMT training 
program is in operation, the Armed Forces 
will seek to extend the required period of 
training to one year or longer. Under such 
circumstances it may be necessary to grant 
more dental care to individuals undergoing 
Universal Military Training. 

This military situation has a direct bearing 
on this appropriation which you are consider- 
ing today. In the early days of World War II 
about one-fifth of the persons rejected for 
physical defects could not meet the dental 
requirements of the Armed Forces. Dental 
disorders were so prevalent that it became 
imperative for the services to accept even 
those persons who had no teeth at all in order 
to avoid large-scale rejection of young men 
otherwise fit for military service. This in turn 
involved extensive and costly dental treatment 
and it had, to enable such draftees to perform 
their duties, the further effect of withdrawing 
aearly one third of all licensed dentists from 
the service of the civilian population into the 
Armed Forces. Some of these military dental 
costs will inevitably be repeated during the 
present emergency and on account of the es- 
tablishment in this country of Universal Mili- 
tary Training. 

These costs, both public and private, can 
be appreciably diminished in the years to come 
if the benefits of community water fluorida- 
tion are made available to the coming genera- 
tion. 

Last year, after the House had acted on 
the appropriation bill, and while it was pend- 
ing before the Senate, representatives of the 
Association appeared before the Appropria- 
tions Committee of that body to urge the in- 
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clusion of an item of $1,750,000 in the fiscal 
1952 budget for this purpose. At that time 
it appeared as if a sum of that magnitude 
might be needed to provide the funds then 
thought to be necessary. Since that time the 
Association has queried the dental health di- 
rectors of each of the states to ascertain (1) 
whether or not a state needed such assistance 
and (2) the amount that would be required 
for the particular state. Let me give you a 
few samples of the answers received from 
different states: 


West Virginia * We have discussed the sub- 
ject of federal grants-in-aid funds to assist 
our dental program, and are firmly convinced 
that such assistance is necessary if the people 
of this state are not to be deprived for many 
years of the health benefits of water fluorida- 
tion. .. . There are 460 public water supplies 
most of which are in small communities. . . . 
Our estimate of total personnel and funds 
which will be required over and above what 
we now have or will be able to provide at 
state level is $44,000. 


New York « The type of program . . . would 
not be particularly needed in New York State, 
since there is an adequate staff in this Depart- 
ment at the present time to carry on the pro- 
motion of fluoridation at the local level... . 
While New York State may not require any 
additional personnel . . . it is quite likely that 
such a need exists in other states. 


Indiana + The Indiana State Board of Health 
has sufficient personnel to carry on its water 
fluoridation program. . . . However, it could 
use federal funds that would be earmarked 
for general dental services. 


Oklahoma ... 1 will say that fluoridation 
programs in Oklahoma could probably be 
expedited by the addition of more stenographic 


and laboratory personnel. I question whether | 


or not more dental or engineering personnel 
are needed right now. 


Illinois * As 90 per cent of the population in 
Illinois can eventually be partially protected 
against dental caries through fluoridation, the 
following budget would not be excessive if 
compared to the dental bill where all the 
carious teeth had to be corrected: State (out- 
side of Chicago) $118,000. City of Chicago, 
$50,000. Total $168,000. 


Missouri * We are definitely in support of a 
federal grant-in-aid to states for use in fluori- 
dation programs and studies. (A budget of 
$10,750 is mentioned as Missouri’s need.) 


Massachusetts * It is our estimate that the 
funds necessary for .. . a program of fluori- 
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dation at the state level would be $16,000. 
This would have to be in addition to our 
already budgeted activities and hence would 
have to be provided entirely by federal funds. 


California * The proposal (a grant-in-aid for 
fluoridation) coud be of great help to us in 
California provided we could get qualified 
personnel. Indicated funds needed: $10,000 
plus travel. 


Colorado + A grant-in-aid program to assist 
in the establishment of fluoridation programs 
in Colorado would not only be feasible but 
very desirable. The estimated cost . . . would 
be approximately $19,500. None of this sum 
could be financed from current or anticipated 
revenues without reducing some other phase 
of the dental program. 


Georgia * We have agreed in general on the 
desirability of having . . . Congress provide 
funds on a grant-in-aid basis to state health 
departments for the purpose of promoting 
fluoridation. The money needed: a minimum 


of $17,000. 


Idaho * The earmarked funds for the promo- 
tion of fluoridation would certainly be a great 
help to states all over the country. Money 
needed for Idaho: $18,720. 


Michigan * It is gratifying to learn that you 
intend to support an appropriation, to be 
used, on a grant-in-aid basis, for the purpose 
of providing technical personnel to advise 
concerning community water fluoridation pro- 
grams. Although we in Michigan have both 
dentists and engineers who are qualified to 
render this service we could use more such 
personnel and the only way I see of obtaining 
the money to pay for their services is through 
some such program. 


The Association queried all 48 states and the 
District of Columbia with regard to whether 
or not they would need federal assistance to 
conduct studies of this nature and, if so, what 
amounts would be required for the next fiscal 
year. Thirty-seven replies were received. As 
can be seen from some of the excerpts, not 
all states felt that they either needed money 
or that the program would be feasible in their 
states. However, 23 states not only said that 
they would need money but indicated the 
amounts which would be required from the 
federal Government. The total of these speci- 
fied amounts was $506,000. It is reasonable 
that at least half again as much would be 
required to provide funds for all the states 
which might seek such aid. The American 
Dental Association therefore recommends that 
the amount presently set forth in the budget 
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for this purpose be increased to $750,000 and 
that this sum be recommended to the House 
for approval. 

The American Dental Association further 
requests that the sum of $1,900,000 not pres- 
ently included in the budget (representing 
funds authorized by the 80th Congress for the 
construction of a building for the National 
Institute of Dental Research) be inserted in 
the budget by your Subcommittee and recom- 
mended to the Congress. The various agencies 
of the National Institute of Dental Research 
are presently scattered throughout the coun- 
try. It appears to the Association that it is 
impractical properly to coordinate these re- 
search programs under such circumstances and 
it believes that it is imperative to gather the 
various research units into one place as soon 
as possible. The Association would like to point 
out that the 81st Congress appropriated the 
sum of $100,000 for the purpose of drawing 
plans and specifications for a building for the 
purpose to be located on the Bethesda grounds 
of the Public Health Service. These funds 
have been expended and the plans have been 
completed for nearly two years. Unless the 
plans are employed soon for the construction 
of the building, not only will the $100,000 
already spent be wasted, but the rising costs 
of building construction may require addi- 
tional funds when funds in accordance with 
this authorization are finally appropriated. 


BUREAU OF LIBRARY AND INDEXING SERVICE 


The Association is well aware that it has 
come here this morning and asked your Com- 
mittee to appropriate $2,400,000 over and 
above appropriations already contained in the 
budget. It is also well aware that you are 
considering the highest budget in peacetime 
history, but the Association, as an organiza- 
tion which must exist on a budget itself, 
knows how budgets are made and how they 
can be adjusted. As taxpayers, the members of 
the Association would respectfully urge you to 
present as limited a budget as is consistent 
with the needs of the country. As members of 
the health profession and as experts in the 
field of oral health they would urge upon you 
that the program which their representatives 
have presented to you this morning is ex- 
tremely important to every individual in the 
nation, and they believe that these requests 
should be given high priority in the considera- 
tion of items to be retained in, or added to, 
the budget. 

In conclusion may I ask that you have the 
three-page statement on the subject of fluori- 
dation of water supplies issued by the Inter- 
Association Committee on Health’ inserted in 
the record immediately following the testi- 
mony. 

On behalf of the Association may I thank 
you for this opportunity to appear. 


|. Four statements ado ted by the Inter-Association 
Committee on Health. A.D A. 44:33) (March) 1952. 


Additions to the library 


The books and package libraries listed here 
have been added recently to the library col- 
lection. Requests for this material, available 
on loan to all members of the Association, 
should be addressed to the Bureau of Library 
and Indexing Service. There is no charge for 
borrowing books but a rental fee of fifty 
cents should accompany requests for each 
package library. Most of these books may be 
purchased also through the Bureau. A list of 
package libraries covering 470 topics and of 
the books acquired by the Bureau since 1942 
will be sent upon request. 


BOOKS 


AMERICAN DENTAL ASSOCIATION. COUNCIL 
oN DENTAL THERAPEUTICS. Accepted den- 
tal remedies. 17th ed. Chicago, American 
Dental Association, 1951. 211 p. $1.50. 

AMERICAN CANCER Society. MASSACHUSETTS 
Division. Cancer; a manual for practi- 
tioners. 2nd ed. Boston, The Society, 1950. 
308 p. $2.00. 

Bercstrom, Gunnar. On the reproduction of 
dental articulation by means of articulators. 
Orebro, Sweden, A.-B. Littorin Ryden, 1950. 
149 p. $6.00. 


Best, H. C., & Tayuor, N. B. The physiologi- 
cal basis of medical practice, 5th ed. Bal- 
timore, Williams & Wilkins, 1950. 1,330 p. 
$11.00. 

Dosss, E. C., & Prinz, HERMANN. Pharma- 
cology and dental therapeutics; a textbook 
for students and practitioners. 10th ed. St. 
Louis, Mosby, 1951. 599 p. $8.50. 

Dovctas, H. K. L. The physiology of tissues 
and organs; an introduction to the study 
of systematic physiology. Springfield, IIl., 
Thomas, 1950. 159 p. $3.20. 

ErsBerc, Harry B. Fundamentals of Arctic 
and cold weather medicine and dentistry. 
Washington, U. S. Navy, Research Division, 
1950. 204 p. 

Gipson, H. L. The photography of patients; 
including discussions of basic photographic 
and optical principles. Springfield, IIl., 
Thomas, 1952. 118 p. $5.50. 

Gittim, PauL. Doctor’s and dentist’s tax hand- 
book. New York, Prentice-Hall, 1951. 198 
p. $4.95. 

Grossman, L. I. Lippincott’s handbook of 
dental practice. 2nd ed. Philadelphia, Lip- 
pincott, 1952. 503 p. $10.00. 

Guepe., A. E. Inhalation anesthesia, a fun- 
damental guide. 2nd ed. New York, Mac- 
millan, 1951, 143 p. $3.75. 

Harnep, J. M. Medical terminology made 
easy. Chicago, Physicians’ Record Company, 
1951. 275 p. $5.00. 

Harvarp University. ScHoot or DENTAL 
Mepicine. Collected reprints of the Har- 
vard University School of Dental Medicine, 
1949-1950. (Fifty-six reprints by various 
authors. ) 

Jounson, WENDELL, editor. Speech problems 
of children; a guide to care and correction. 
New York, Grune & Stratton, 1950. 265 p. 
$3.75. 

Kranz, P. P. Klinische Zahnheilkunde und 
ihre Grenzgebiete. 4th ed. Munich, Carl 
Hanser Verlag, 1949. 553 p. 

Lacrorx, P. Organization of bones. Philadel- 
phia, Blakiston, 1951. 235 p. $6.00. 

Lanctey, L. L., & CuHerasxin, E. The phy- 
siological foundation of -dental practice. 
St. Louis, Mosby, 1951. 511 p. $8.25. 

McBripve, W. C., and others. Juvenile den- 
tistry. 5th ed. Philadelphia, Lea & Febiger, 
1952, 370 p. $7.00. 

McGeuee, W. H. O., & Green, M. W. Phar- 
macology and pharmaco-therapeutics for 
dentists. ‘4th ed. Philadelphia, Blakiston, 
1952. 550 p. $7.50. 

Mappen, C. K. Practical procedures with the 
twin wire appliance. Utrecht, Dutch Society 
for the Study of Orthodontics, 1950. 63 p. 
$3.25. 
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MarTENnsson, Gunnar. Dental injuries fol- 
lowing radical surgery on the maxillary 
sinus. Stockholm, Essete Aktiebolag, 1950. 
74 p. $3.50. 

Morrison, A. H. Operative dentistry depart- 
ment manual of airbrasive technic. (New 
York University College of Dentistry) 
Author, 1951. 36 p. $2.25. 

Moss, A. A. Hypnodontics, or hypnosis in 
dentistry. Brooklyn, Dental Items of Interest, 
1952. 292 p. $7.00. 

NATIONAL CONFERENCE ON MepicaL NomMEN- 
CLATURE. Standard nomenclature of dis- 
eases and operations. 4th ed. New York, 
Pub. for the American Medical Association 
by the Blakiston Co., 1952. 1,034 p. $8.00. 

Persson, P. A. Nitrous oxide hypalgesia in 
man. (Acta Odontologica Scandinavica, 
Vol. 9, Supp. 7.) Copenhagen, Ejnar 
Munksgaard, 1951, 98 p. 

Rerran, Kaare. The initial tissue reaction to 
orthodontic tooth movement as related to 
function. Oslo, P. A. Norstedt & Séner, 
1951. 240 p. $3.00. 

RemMincTon, J. P. Practice of pharmacy. 10th 
ed. Easton, Pa., Mack Publishing, 1951. 
1,616 p. 

Ruopes, R. H. Hypnosis: theory, practice 
and application. New York, Citadel Press, 
1950. 176 p. $3.00. 

Sarnat, B. G., editor. The temporomandibu- 
lar joint. Springfield, Ill., Thomas, 1951. 
148 p. $4.75. 


‘Sonesson, Anpers. Odontogenic cysts and 


cyst tumors of the jaws. (Acta Radiologica 
Supp. 81) Lund, Berlingska Boktryckeriect, 
1950. 159 p. $6.00. 

Stones, H. H. Oral and dental diseases. 2nd 
ed. Baltimore, Williams & Wilkins, 1951. 
1,012 p. $17.50. 

StraLFors, ALLAN. Investigations into the 
bacterial chemistry of dental plaques. Re- 
printed from Odontologisk Tidskrift, Vol. 
58, 1950. 187 p. $4.80. 

Warp, G. E. Diagnosis and treatment of tu- 
mors of the head and neck. New York, 
Oxford University Press, 1950. 282 p. $3.00. 

Warrinoton, W. A., editor. Dental labora- 


tory techniques 1951. London, “Dental 


Technician,” 1951. 56 p. $2.00. 

Weiss, D. A. & Breese, H. H., editors: The 
chewing approach in speech and voice 
therapy. Basel, S. Karger, 1951. 118 p. 
$3.00. 

Witp, Wactuer. Funktionelle prothetik. Ba- 
sel, Benno Schwabe, 1950. 202 p. 

Wituams, R. C. The United States Public 
Health Service, 1798-1950. Washington, 
Commissioned Officers Association of the 
United States Public Health Service, 1951. 
890 p. $6.00. 
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YEARBOOK OF Dentistry, 1951. Chicago, 
Year Book Publishers, 1951. 512 p. $5.00 

U. S. Bureau oF MEDICINE AND SuRGERY. 
Study guide for dental technician 1 and 
chief dental technician. (Navy training 
courses Navpers 10678-A) Washington, U. S. 
Govt. Print. Off., 1950. 85 p. $0.25. 

U. S. Bureau or MEDICINE AND SuRGERY. 
Study guide for dental technician 2. (Navy 
training courses Navpers 10677-A) Wash- 
ington, U. S. Govt. Print. Off., 1950. 100 p. 
$0.75. 

U. S. Bureau oF MeEpIcINE AND SuRGERY. 
Study guide for dental technician 3. (Navy 


COUNCIL QN DENTAL THERAPEUTICS 


training courses Navpers 10676-A) Wash- 
ington, U. S. Govt. Print. Off., 1951. 131 p. 
$0.45. 


PACKAGE LIBRARIES 
Acrylic restorations—direct 
Airbrasive technic 
Civil defense 
Hobbies of dentists 
Radiation and nuclear physics 
Roentgenology—long tube technic 
Trichlorethylene 


Council announces classification 


of additional products 


The classification of products by the 
Council on Dental Therapeutics of the 
American Dental Association has been 
described in a previous report (/.A.D.A. 
40:489, April, 1950). The Council’s pro- 
gram now provides for classification of 
products in Group A, Group B, Group C 
and Group D. Products are reconsidered 
periodically and decisions are subject to 
change at any time that a substantial 
amount of new evidence becomes avail- 
able. The files of the Council contain 
information on many drugs and dental 
cosmetics, and inquiries are welcome. 


GROUP A 


Listing of products in Group A means that 
at the time of their consideration, the items 
conformed with the provisions of acceptance 
established by the Council on Dental Thera- 
peutics and adopted by the Board of Trustees 
and the House of Delegates of the American 
Dental Association. Items in this group will 
be listed in Accepted Dental Remedies, and 
may use the Seal of Acceptance, unless other- 
wise provided. 


The following additional 
classified in Group A: 


products are 


Gamophen (Hexachlorophene) Surgi- 
cal Soap (Johnson & Johnson): A bar 
soap stated to contain 2 per cent hexa- 
chlorophene in a base consisting mainly 
of sodium stearate and sodium laurate. 


Hexachlorophene Germa-Medica Liq- 
uid Surgical Soap (Huntington Labora- 


tories) : Stated to be a liquid preparation 


containing soap prepared from a mixture 
of olive oil and cocoanut oil, and 1 per 
cent of hexachlorophene. 


Septisol with Hexachlorophene 0.75%, 
Antiseptic Liquid Soap (Vestal Labora- 
tories, Inc.) : A liquid preparation stated 
to contain 38 per cent of nonvolatile ma- 
terial consisting principally of soap and 2 
per cent of hexachlorophene expressed 
in terms of these nonvolatile materials so 
that the actual concentration of hexa- 
chlorophene is between 0.73 to 0.76 per 
cent. 


REPORTS OF COUNCILS . . 


A Council report on detergents con- 
taining hexachlorophene appeared in 
J. A.D.A. 43:604, November, 1951. 


Procaine HCl 4%, Neo-Synephrine 
HCl 1:2,500 (L. Silverman) : Each cubic 
centimeter is stated to contain procaine 
HC], 0.04 Gm.; phenylephrine HCl, 
0.0004 Gm.; sodium chloride, 0.005 Gm.; 
sodium bisulfite, 0.0019 Gm.; and dis- 
tilled water. Marketed in 2.2 cc. cart- 
ridges. 


GROUP B 


Listing of products in Group B means that 
there is insufficient evidence to justify their 
present acceptance, but there is reasonable 
evidence of their usefulness and safety. These 
products meet the other qualifications and 
standards established by the Council on Dental 
Therapeutics and the Division of Chemistry. 
It is the Council’s opinion that Group B 
products may be promoted for special use 
and study. 

The following additional product is clas- 
sified in Group B: 
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Aureomycin Hydrochloride’ (Crystal- 
line) Pharyngets* 15 mg. (Lederle Lab- 
oratories Division, American Cyanamid 
Company): Stated to contain aureomy- 
cin hydrochloride crystalline powder in 
a flavored and colored base. (For report, 
see J.A.D.A. 42:65, January, 1951.) 


GROUP C 


Listings of products in Group C means that 
the evidence is so limited or inconclusive that 
the products cannot be accurately evaluated. 
It is the Council’s opinion that Group C 
products require further study by qualified 
investigators. 


GROUP D 


Listing of products in Group D means that 
they are unacceptable because of their dem- 
onstrated inability to meet the standards out- 
lined in the provisions for acceptance. 


1, Patented. Patent No. 2,482,055. See A.D.R. ed. 17 
p. iv. 
2. Trademark. 


Schedule of activities for 1952 


for Council on Dental Health 


In the first of its three 1952 meetings in 
the Central Office, the Council on Den- 
tal Health organized its projects for the 
current year, heard. reports on assign- 
ments now in progress and reviewed 
health education materials, including 
new films. Presiding was David W. 
Brock, of St. Louis, chairman of the 
Council. 

As a regular part of its work, the 
Council conducts studies of various den- 


tal health problems and presents its find- 
ings and recommendations to the Board 
of Trustees and House of Delegates. 
Some studies extend for a period of sev- 
eral years, and the projects in which the 
Council is presently engaged were re- 
ported as follows: 

1. Dental care plans for organized 
groups. 

The Council will continue its investiga- 
tions of existing and proposed dental 
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health programs of organized groups 
such as labor unions. One of the main 
purposes of the study will be to formu- 
late standards for such programs to assist 
representatives of the dental profession 
in negotiating with labor unions, farm 
cooperatives and other organized groups. 

2. Prepayment plans. 

In 1945, the Council published a re- 
port’. in THE JOURNAL OF THE AMERICAN 
DENTAL ASSOCIATION pointing out the 
need for basic information to determine 
the possibility of applying the prepay- 
ment principle to dentistry. Although an 
experimental dental prepayment plan 
suggested in the report has not been put 
into operation, the Council will continue 
to study all available data to determine 
the practicability, costs and potential 
benefits of a prepayment plan for dental 
care. 

3. Dental services in industrial hy- 
giene programs. 

The purpose of this project is to re- 
view previous actions of the Council and 
the House of Delegates with regard to 
dental services in industrial hygiene pro- 
grams. The objectives are to define in- 
dustrial dental health services and to 
formulate principles and standards for 
programs. 

4. Survey of existing industrial dental 
health programs. 

The Council is collecting information 
on industrial dental health programs now 
in operation. A report on data collected 
will be published in THE JOURNAL. 

5. Basic dental health services of local 
and state health departments. 

The purpose:of this project is to review 
the dental health services now being pro- 
vided by local and state health depart- 
ments and to formulate recommendations 
for basic dental health services of such 
departments. 

6. Earmarked federal funds for den- 
tal health programs. 

The Council is studying a request from 
the American Association of Public 
Health Dentists that the American Den- 


tal Association initiate or sponsor a 
grants-in-aid bill in the federal Congress 
through which funds for state dental 
health programs would be earmarked. 
During its January meeting, the Council 
concurred with the opinion of the Coun- 
cil on Legislation that the American 
Dental Association should not sponsor a 
grants-in-aid bill for dental health pro- 
grams at present, but that the Associa- 
tion should support the request of the 
Public Health Service for an appropria- 
tion for fluoridation which presently is 
included in the federal budget. 

7. Present status of studies on the re- 
lationship of the periodontal pocket to 
systemic disease and the etiology of mal- 
occlusion. 

This study project is being conducted 
by faculty members of the University of 
Minnesota School of Dentistry under the 
leadership of David F. Mitchell. The 
final report is expected to be available 
before the end of 1952. 

The Council is preparing an exhibit on 
fluoridation for the International Dental 
Congress to be held in London July 19- 
26. The subject was requested by repre- 
sentatives of the British Dental Associa- 
tion because of the great interest in 
foreign countries in fluoridation. 

Plans were developed for conferences 
with representatives of Blue Cross and 
Blue Shield and with state dental di- 
rectors, each group to participate in one 
of the two subsequent 1952 sessions of the 
Council. Plans were discussed also for 
the annual Dental Health Conference to 
be held September 6 in St. Louis prior 
to the ninety-third annual session of the 
American Dental Association. 

Publications scheduled for production 
by the Council in 1952 include the 1952 
Catalog of Education Materials, the 
1953 Appointment Book, a booklet on 
planning community dental health pro- 


1. Council on Dental Health. Recommendations for 


experimental prepayment dental plan. J.A.B.A. 32:194 
(Feb.) 1945. 
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grams, a leaflet on fluoridation, a pam- 
phlet on periodontal diseases, comic book 
no. 2, Daredevil Davey Conquers Space, 
a poster for the 1953 National Children’s 
Dental Health Day and the compilation 
of a kit of materials on fluoridation. In 
addition, there will be periodic revision 
of all existing dental health education 
materials and monthly publication of the 
Council News Letter. 

Reports for 1952 were received from a 
number of state councils on dental health. 
Those not having submitted reports were 
urged to do so for inclusion in the sum- 
mary report to be published in THE Jour- 
NAL OF THE AMERICAN DENTAL ASSOCIA- 
TION. 

The three following motion pictures 
were previewed and approved by the 
Council: 


“Target: Tooth Decay,” was produced 
by the division of preventive dentistry of 
the Oklahoma State Department of 


COUNCIL ON DENTAL RESEARCH 


Since the publication of the most recently 
revised List of Certified Dental Materials 
(J.A.D.A. 43:78, July 1951; 43:495, 
October 1951; 44:81, January 1952 and 
44:326, March 1952) the following ma- 
terial which conforms to American Den- 
tal Association Specification No. 11 has 
been added: 


REPORTS OF COUNCILS . . 


Product added to the A.D.A. list of 


certified dental materials 
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Health of which Frank P. Bertram is 
director. Purchase price to members of 
the American Dental Association: color, 
$56; black and white, $28. Inquiries are 
to be directed to the University of Okla- 
homa, Norman, Okla. 

“Picture Your Teeth,” was produced 
by Eastman Kodak Company and its 
availability will be announced later. 

“The Fluoridation Story,” 3 minutes, 
color or black and white, was produced 
by U. S. Public Health Service. It can 
be used on television and is available 
through state health departments. 

Dental health education material to be 
produced by the Bristol-Myers Company 
was reviewed as was the dental health 
content of a dental health teaching out- 
line for nurses in training. 

A resolution was approved urging state 
dental societies to develop a working re- 
lationship with state committees of the 
American Dental Hygienists’ Association 
in promoting public health activities. 


CERTIFIED HYDROCOLLOIDAL IMPRESSION 
MATERIALS—AGAR TYPE (A.D.A. SPECIFI- 
CATION NO. 11) 


Manufacturer or 
Material Distributor 


Elastic Colloid The S. S. White 


Dental Mfg. Co. 
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COUNCIL ON DENTAL EDUCATION 


List of approved hospital dental internship and 


residency educational programs, March, 1952 


The Council on Dental Education evaluates hospital internship and residency educa- 
tional programs and approves such hospital educational programs as meet the re- 
quirements approved by the House of Delegates. The Council on Dental Education 
maintains a list of approved educational programs. The following list includes the 
names of hospitals with approved programs published previously in addition to those 
approved by the Council on Dental Education at its February, 1952, meeting in 
Chicago. 


Type of training approved 


Hospital Internships Residencies 


Alabama 


Jefferson-Hillman Hospital, 612 So. 19th St., Birmingham........ x x 
Joseph F. Volker, D.D.S., Dental Administrator 


California 


Letterman Army Hospital, San Francisco.... Ee Pe x x 
Marhl H. Welch, DC, D.D.S., Chief, Dental Service 


U. S. Marine Hospital, San Francisco. er 
W. Y. Hollingsworth, M. D., Hospital Adeainistee itor 
F. R. Jackson, D.D.S., Dental Director 


Capt. F. C. Hill, MC, USN, Superintendent 
Cmdr. J. v. Bancroft, DC, USN, Chief of Dental Staff 


U.S. Naval Hospital, Oakland. x 
Rear Adm. C. A. Broaddus, MC, SN, ( ‘Officer 
W.N. Van Zile, D.D.S., Chief, Dental Service 


Capt. R. D. Mackey, MC, Administrator 
R. W. Taylor, D.D.S.3 Chief, Dental Service 


Colorado 
Fitzsimons General Hospital, x 
Brig. Gen. O. H. Quade, Administrator 

Col. J. M. Epperly, DC, Chief of Dental Staff 


Connecticut 
Hartford Hospital, 20 South Hudson Street, Hartford........... x 
Wilmar M. Allen, M.D., Director 

Wilson R. Conran, D.D.S., Chairman, Department of Dental Surgery 


Riley H. Guthrie, M.D., Superintendent 
T. J. McCormick, D.D.S., Director of Dental Department 


4 
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Florida 


Georgia 


Illinois 
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Type of training approved 


Hospital Internships Residencies 


St. Mary’s Hospital, 56 Franklin Street, Waterbury. ............- x 
Bernard A. O’Hara, D.D.S., Chief, Dental Department 


Waterbury Hospital, 64 Robbins Street, Waterbury............. x 
Charles V. Wynn, Hospital Administrator % 
I. E. Wallace, D.D.S., Chairman, Service of Dentistry z 
District of Columbia 
Central Dispensary and Emergency Hosp., 1711 New York any: ; 
Washington, D. C.. 
Harold Krogh, D. D. Cc hie f, Oral. Surgery 


opé Eye, Ear and Throat Hospital, 1147—15th Street, 


H: D.D.S., Chief, Dental Department 


Gallinger Municipal Hospital, 19th and C Streets, S.E., 

Phillip O. E. Stebbing, Hospital Administrator 

Arthur Merril, D.D.S., Chief Dentist 


George Washington University Hospital, 901 23rd Street, 
K. H. Wood, D.D.S., Chief, Department of Oral Surgery 


St. Elizabeth’s Hospital, Nichols Avenue, Washington 20, D. C.... x 
E. B. Frank, D.D.S., Chief, Dental Department 


Walter Reed General Hospital, Butternut Street and Georgia 
Avenue, Washington 12, DD. ccs ese x x 
Col. Neal A. Harper, DC, D.D.S., Chief, Dental Service 


Florida State Hospital, Chattahoochee... x 
J. H. Therrell, LL.D., Hospital Adunimieareans 
A. F. Douglas, DDS., Chief Dentist 


Oliver General Hospital, Augusta..... x 
Col. Hew B. McMurdo, M.D., Administrator 
Col. Edward C. Alley, DC, Chief, Dental Staff 


The Carle Foundation Operating the Carle Memorial Hospital, 

602 West University Avenue, Urbana... ccc x x 
Russell Duncan, Administrator 

Edward C. Thompson, D.D.S., Chief of Staff 


Children’s Memorial Hospital, 707 Fullerton Avenue, Chicago. .. . x 
Gordon H. Rovelstad, D.D.S., M.S.D., Director, Dental Department 


U. S. Marine Hospital, Chicago 13 
E. W. Blatter, M.D., U.S.P.H.S., Medical Officer in Charge 
J. E. Unsworth, D.D.S., Chief, Dental Department 


U. S. Naval Hospital, Naval Training Center, Great Lakes. ...... x 
Captain J. F. Hooker, MC, Administrator 
F. C. Snyder, D.D.S., Chief, Dental Service 
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Type of training approved 
Hospital Internships Residencies 
University of Chicago Clinics, University of Chicago, 


Ray Brown, Administrator 
J. R. Blayney, D.D.S., Director, Dental Clinic 


Indiana 
Indianapolis General Hospital, 960 Locke Street, Indianapolis. .. . x x 
Charles W. Myers, M.D., Administrator 
J. Thayer Waido, D.D.S., M.D., Chief, Oral Surgery Department 


Kansas 
University of Kansas Hospital, 39th and Rainbow Boulevard, 
Charles B. Newell, Administrator 
Ralph W. Edwards, D.D.S., Director, Dental Service 


Kentucky 
Louisville General Hospital, 323 East Chestnut, Louisville........ x x 
J. B. Buschemeyer, Hospital Administrator 
Richard H. Herd, D.D.S., Chief, Oral Surgery 


Louisiana 
U. S. Marine Hospital, 210 State Street, New Orleans 15....... x 
E. H. Carnes, M.D., Hospital Administrator 
L. R. Etzenhouser, D.D.S., Chief, Dental Section 


Maryland 
: Sinai Hospital of Baltimore, Inc., 1714 East Monument Street, 


H. H. Weiss, Hospital Administrator 

A. H. Bermon, D.D.S., Director, Dental Surgery 

U. S. Marine Hospital, Wyman Park Driveway and 31st Street, 


J. F. Van Ackeren, M.D., Hospital Administrator 
R. S. Lloyd, Chief, Dental Service 


U. S. Naval Dental School, National Naval Medical Center, 

Rear Adm. M. D. Willcutts, MC, Administrator 

Capt. L. D. Mitchell, Jr., DC, D.D.S., Dental Officer in Command 


Massachusetts 
Charles F. Wilensky, Executive Director 
Henry M. Goldman, D.M.D., Dental Director 
Boston City Hospital, 818 Harrison Avenue, Boston............. x x 
James W. Manary, M.D., Superintendent 
Stephen P. Mallett, D.M.D., Chief, Dental Staff 
Children’s Hospital, 300 Longwood Avenue, Boston 15........... x 


Stanton Garfield, M.D., Administration Head 
Paul K. Losche, D.D.S., Chief, Division of Dentistry 
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Type of training approved 
Hospital Internships Residencies 


U.S. Marine Hospital, Brighton, Boston x 
K. R. Nelson, M.D., Medical Officer in Charge 
Howard J. Woodbridge, D.D.S., Chief, Dental Service 


Capt. L. R. Newhouser, M.D., USN, Administration Head 
Stanley W. Brown, D.D.S., DC, USN, Chief, Dental Service 


Worcester City Hospital, Worcester x x 
Huston K. Spangler, M.D., Administrator 
James H. Maycock, D.D.S., Chief, Oral Surgeon 


Michigan 
Percy Jones General Hospital, Battle Creek.................05- x 
Col. Robert M. Hardaway, Administrator 

Col. George Perkins, DC, Chief, Dental Staff 


Missouri 
Kansas City General Hospital No. 1, 24 Cherry Street, Kansas City x x 
E. H. Stratemeier, M.D., Medical Superintendent 

Don E. Woodard, D.D.S., Chief, Dental Staff 


New Jersey 
Medical Center, 50 Baldwin Avenue, Jersey City............... x x 
George O’Hanlon, M.D., Medical Director 

E. B. Zlonczewski, D.M.D., Dental Director 


Monmouth Memorial Hospital, 3rd and Pavilion Avenues, 
Charles B. Allen, “Administrator 

A. G. Hoyt, D.D.S., Director, Dental Department 


Newark City Hospital, 116 Fairmount Avenue, Newark 7......... x 
J. Crecca, D.D.S., Director, Dental Department 
North Hudson Hospital, 4300 Park Avenue, Weehawken......... x 


J. Lawrence Evans, Administrator 
Morris J. Boyer, D.D.S., Chief, Dental Department 


New York 


Buffalo General Hospital, 100 High Street, Buffalo 3............ x x 
Fraser D. Mooney, Hospital Administrator 
Bernard G. Wakefield, D.D.S., Chief, Dental Reieden 


Edwin L. Harmon, M.D., Director 

Byron H. Weeth, D.D.S., Chief Dental Staff 

Morris Eckhous, D.D.S., Attending Dentist 


Harlem Hospital, 136th Street and Lenox Avenue, New York... . x x 
Emanuel Lifschultz, M.D., Administrator 
T. H. Walters, D.D.S., Chief, Oral Surgery ’ 


Hospital for Joint Diseases, Madison Avenue and 123rd Street, 


J. J. Golub, M.D., Administrative Head 
Adolph Berger, D.D.S., Attending Dental Director 
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Type of training approved 


Hospital 


Internships Residencies 


Jewish Sanitarium and Hospital for Chronic Diseases, 

Arthur Feigenbaum, Superintendent 

Leonard Kohn, D.D.S., Director, Dental Department 


Lenox Hill Hospital, 111 East 76th Street, New York City. ....... x 
John Hayes, Administrative Head 
Fred S. Dunn, D.D.S., Attending Oral Surgeon 


Lincoln Hospital, 320 Concord Avenue, New York 54. poeeiecs x 
Bernard B. Nadell, M.D., Medical Superintendent 
M. Hillel Feldman, D.D.S., Director, Dental Services 


Meadowbrook Hospital, Box 108, Hempstead. Ser eer 
W. F. Harrigan, M.D., D.D.S., Chief, Dental Ser rvice 


Metropolitan Hospital, Welfare Island, New York.............. 
I. Herbert Scheffer, M.D., Medical Superintendent 
Malcolm W. Carr, D.D.S., Director, Dental Department 


Montefiore Hospital, Gun Hill Road, New York 67............. x x 
E.M. Bluestone, M.D., Administrative Head 
David Tanchester, D.D.S., Chief, Dental Service 


Mount Sinai Hospital, 5th Avenue and 100th Street, New York 29 x 
Martin H. Steinberg, M.D., Hospital Administrator 
Leo Stern, D.D.S., Attending Oral Surgeon ° 


New York Medical College, Flower and 5th Avenue Hospital, 
Bast 105th Strest, New Zo. x x 
J. A. W. Hetrick, M.D., Administrator 

John J. O'Keefe, D.D.S., Director, Dental Department 


New York Polyclinic Medical School and — 
345 West 50th Street, New York 19. x 
A. A. Jaller, Executive Officer 

M. W. Carr, D.D.S., Director, Division of Dentistry 


St. Luke’s Hospital, 431 West 113th Street, New York 25........ 
M. W. Carr, D.D.S., Attending Oral Surgeon 


U. S. Marine Hospital, Stapleton, Staten Island, New York 4 
R. H. Moore, D.D.S., Chief, Dental Service 


Capt. W. H. Turville, MC, Administrative Head 
John A. Walsh, DC, Chief, Dental Department 


North Carolina 
North Carolina Baptist Hospital, 300 South Hawthorne Road, 
Reid T. Holmes, Administrator 

J. Conrad Watkins, D.D.S., Professor, Periodontia and Oral Surgery 


Ohio 


Cleveland City Hospital, x 
P. J. Aufderheide, D.D.S., Chief, Dental Surgery 


Mt. Sinai Hospital of Cleveland, 1800 East 105 Street, Cleveland. . x x 
Edward Reiter, D.M.D., Chief, Department, Oral Surgery 
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Type of training approved 


Hospital Internships Residencies 


U. S. Marine Hospital, Cleveland. 
H. G. Trautman, D.D.S., Senior De ntal Sense on 
J. W. Holt, D.D. s., C hief, Dental Staff 


x 


Youngstown Hospital Association, Oak Hill and Francis Streets, 
Youngstown 
W. T. James, D.D.S., Dental Administrator 
H. E. Kerr, D.D.S., Chief, Dental Staff 


Pennsylvania 
Children’s Hospital of Pittsburgh, 125 De Soto Street, Pittsburgh. . x x 
Philip H. Lantz, Superintendent 

Clarence W. Hagan, D.D.S., Chief, Dental Service 


Elizabeth Steel Magee Hospital, Forbes and Halket Streets, 
Pittsburgh 
Jessie Turnbull, R.N., Superintendent 

W. Harry Archer, D.D.S., Chief, Dental Department 


George F. Geisinger Memorial Hospital, Danville. .............. x x 
William L. Wilson, Administrator 
James B. Smith, D.D.S., Director, Dental Department 


Philadelphia General Hospital, Philadelphia 4................. x x 
P. F. Lucchesi, M.D., Superintendent 

John H. Gunter, M.D., D.D.S., Chief of Dental Staff 

J. R. Cameron, D.D.S., Chief, Oral Surgery Service 


St. Francis Hospital, 45th Street, Pittsburgh 1................. x 
Sister M. Thomasine, Administrator 
R. J. Englert, D.D.S., Chief, Dental Staff 


U. S. Naval Hospital, 17th Street and Pattison Avenue, 
Philadelphia 45 
Capt. H. A. Montgomery, M.C., Administrator 
J. L. Purcell, D.D.S., Chief, Dental Service 


Western State Psychiatric Institute and Clinic 
Pittsburgh 
G. B. Pearson, M.D., Administrative Head 

W. Harry Archer, D.D.S., Chief, Dental Department 


, 3811 O'Hara Street, 


Rhode Island 
Rhode Island Hospital, Eddy Street, Providence. ...........++-+ x 
Oliver G. Pratt, Hospital Administrator 

George H. Denicourt, D.M.D., Chief, Dental Department 


Tennessee 


Knoxville General Hospital, Knoxville 17 
Harry Underwood, D.D.S., Chief, Oral Surgery 


Texas 
Brooke General Hospital, Brooke Army Medical Center, 
Fort Sam Houston 

Col. Arthur R. Gaines, MC, Commanding Officer 

C. P. Conby, D.D.S., Dental Chief 
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Type of training approved 
Hospital Internships Residencies 
Virginia 
U. S. Marine Hospital, Larchmont, Norfolk........ 
William C. Neaf, D.D.S., Senior Dental Surgeon 


U. S. Naval Hospital, Portsmouth 
J. B. Bancroft, D.D.S., Chief, Dental Service 


Washington 


U. S. Marine Hospital, P.O. Box, 3145, Seattle 14 
George E. Jones, D.D.S., Senior Dental Director 
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Editorials 


Verdict in Seattle: 


referendum ori fluoridation 


The citizens of Seattle, Washington, have decided that they do not want to fluori- 
date their public water supply at the present time by a vote of 86,230 to 44,814. 
The dental profession views the outcome of this referendum with some concern 
but not with alarm. 

The lack of alarm arises out of the belief that the scientific evidence is so over- 
whelming in favor of the fluoridation process that it ultimately must prevail against 
the vague and vapid generalizations of those who oppose it. The automobile, the 
railroad and the airplane are here to stay in spite of those who decried their intro- 
duction as the dangerous weapons of an undesirable modernity. Seattle voted to 
espouse the horse. 

The lack of alarm is also reinforced. because of the dental profession’s traditional 
attitude that the local determination of need and local control are two of the most 
important elements of a productive health program. The fact that Seattle voted 
against fluoridation while more than 200 other communities have adopted the 
procedure is illuminating, but it does not invalidate the principle of local determina- 
tion and control. It is a part of the democratic process that people and cities have 
the right to make up their own minds even if, as in Seattle, they prefer to take the 
short view. 

The dental profession, however, must have concern with the discharge of its own 
obligation to provide guidance and keadership in those problems where technical 
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dental knowledge and training are essential to decision. The Washington State 
Dental Association, the Seattle District Dental Society, the central council of the 
King County Medical Society and a host of other organizations competent to have 
an opinion in this field did make strenuous efforts to explain the mass of scientific 
evidence which demonstrates the safety and efficacy of the fluoridation process. 
The continuing concern of the dental profession and of the groups joined with it 
must be to persist in this effort to provide guidance on the technical aspects of the 
problem to the end that a more enlightened public will reconsider its denial of the 
benefits of this health measure to the children of Seattle. 

The dental profession also has reason to be concerned because the Seattle refer- 
endum proves that it is possible to remove a problem, like fluoridation, from the 
scientific field to the realm of politics where every crackpot emotion can be exploited 
without the necessity of demonstration or proof. Such a transfer unhappily places 
on the general public an unnecessarily heavy burden since the average citizen is 
asked to decide, by vote, matters which go well beyond his course in first aid and 
his text in high school chemistry. The referendum in Seattle proved conclusively that 
the rumor and the guess can frequently outdistance the figure and the fact. Al! of 
those interested in the improvement of dental health must be concerned with the 
necessity of placing more facts before the public. 

As always in such a contest, there are interesting sidelights. One of the proponents 
of fluoridation, the Seattle Committee for Fluoridation, issued a leaflet which con- 
tained the names of more than 90 citizens of Seattle. One of the opponents, the 
Washington State Council Against Fluoridation, also issued a leaflet but this one con- 
tained not a single name and indicated sponsorship only by something called the 
National Nutrition League, Inc. 

It is interesting to note also that fluoridation in Seattle was sponsored by the 
Seattle District Dental Society. the Board of Trustees of the King County Medical 
Society, the Seattle-King County Health Department, Seattle Health and Welfare 
Council, Seattle P.T.A. Council and Seattle Dietetics Association. On the national 
scene, fluoridation has been declared to be practicable, safe and effective by the 
American Dental Association, the American Medical Association, the American 
Public Health Association, the United States Public Health Service, the National 
Research Council, the American Waterworks Association and the Inter-Associa- 
tion’ Committee on Health composed of the representative national groups for 
nursing, medicine, hospitals, public health, public welfare and dentistry. 

It is a drab commentary on the effectiveness of modern publicity and information 
methods to know that the opinions of the organizations listed above were effectively 
outmatched by the National Nutrition League, Inc., the anonymous Washington 
State Council Against Fluoridation and agencies of similar stature. The Washing- 
ton Council Against Fluoridation supported its case in Seattle with a quotation from 
one Royal L. Lee, a dentist and director of another something called the Lee Foun- 
dation for Nutritional Research, whose “book on ‘Photomorphology’ or principle 
of cell suto-regulation [sic], easily qualifies him as an outstanding authority in Bio- 
Chemistry.”! Lee complains that the addition of fluoride to the water is comparable 
to the use of food adulterants which “the Supreme Court once eliminated by their 
[sic] decision, but where the profit incentive was strong enough to abort prosecution 
and enforcement of the law.’” 

Lee should know about these things, especially prosecution and the profit incen- 
tive because, trading as the Vitamin Products Co., Milwaukee, Lee was found guilty 
and fined $800 for misbranding a product claimed to be effective in 41 diseases 
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and conditions including “weakness in hot weather,” “sensitivity to bright light,” 
“falling hair,” “brittle nails” and “restless sleep.”* It is difficult to see how “expert 
testimony” of this type could influence either the most gullible or the most indif- 
ferent, yet most of the statements made by the crusaders against fluoridation exploit 
the same brand of gibberish. 

It would be amusing, but not productive, to compile a catalog of the many irra- 
tional charges that are being used against fluoridation: “arterial and venous harden- 
ning,” “undue financial anxiety,” “loss of memory,” “satyriasis,” “hastens tooth 
decay,” “nymphomania” and, worst of all, “socialism.” Such charges have been a 
part of almost every program to introduce new public health measures particularly 
in immunization and in the chlorination of water supplies. 

It is a part of the American heritage to allow anyone to air his opinion—stupid 
and irrational though it may be. It remains for those who want this heritage to 
continue—not only in terms of free speech but also in terms of improved dental \ 
health—to get on with their job of seeking and publishing the fact. The safety and 
efficacy of fluoridation have withstood exhaustive and painstaking analysis. Surely 
this public health measure can weather the noises of the fringe groups and even, 
occasionally, the misunderstanding of the voting public. 


1. Vote against fluoridation of our Seattle water supply. Seattle, Washington State Council Against Fluorida- 
tion, p. 6. 
2. Notices of Judgment Under the Federal Food, Drug & Cosmetic Act. Washington, D. C., Federal Security 4 
Agency, Food and Drug Administration, May, 1950, p. 512. ’ 


Old age and survivors insurance 
and the A.D.A. relief fund 


The annual American Dental Association Relief Fund campaign is not likely to 
reach its quota of $100,000 this year in spite of the fact that 19 constituent societies 
have generously reached or surpassed their quotas. Less than one half of the mem- 
bers of the Association have contributed and, in addition, the Relief Fund has been 
penalized by those who managed to create a link between a contribution to the Relief 
Fund and the House of Delegates’ position on the inclusion of dentists under the 
Old Age and Survivors Insurance (OASI) provisions of the federal Social Security 
Act. A number of letters has been received from dentists who state that a contribu- 
tion is being withheld on the ground that the need for the Relief Fund would dis- 
appear if dentists were beneficiaries of the federal social security program. 

No one will quarrel with an individual dentist’s right not to contribute because 
the Relief Fund, since its establishment, has taken great pride in the fact that it 
represents the voluntary contributions of dentists for the aid of their needy col- 
leagues. It is fallacious, however, to refrain from contributing on the ground that 
the needy members of the profession and their dependents would be better served 
if dentists were included under OASIT. 
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First, the Relief Fund is caring for needs at the present time when dentists are not 
covered by OASI and contributions are needed to support this relief program. Sec- 
ond, this philosophy represents the all-too-common one of turning to the federal 
government whenever there is a task which requires a little effort and sacrifice on 
the part of the individual and the community. It involves the contradiction of seek- 
ing federal aid for this and that and then complaining about the size of the federal 
tax bill. Third, a large majority of the dentists now receiving benefits from the 
Relief Fund, even though covered by OASI, would not have their needs met. Does 
OASI provide funds for the middle-aged dentist stricken with tuberculosis? Does 
OASI provide funds for the wife and children of a dentist stricken with multiple 
sclerosis? Does OASI provide benefits to a dentist under 75 who chances to have 
desperately needed income beyond the permissible fifty dollars per month? Does 
OASI pay rent and support the family of a young dentist during catastrophic illness 
against the day when he can return to active practice and his place in society? 
Does OASI keep life insurance in force so as to keep the surviving widow and child- 
ren from dependency? Does OASI provide funds for the exceptional emergency 
which may arise in the case of serious illness or death? 

If the answer to all of these questions is “no”—and it is—-OAST can never do the 
job that the Relief Fund does and will continue to do. And, what is more, it shouldn’t. 


Members urged to cooperate in 


nation-wide survey of dental needs 


During the early part of May the Bureau of Economic Research and Statistics of 
the Association will initiate a nation-wide survey of dental needs in the United 
States. Approximately one third of the practicing dentists in the country will be 
mailed questionnaires and requested to cooperate by supplying information regarding 
the dental condition of a limited number of adult and child patients. An explana- 
tion of the nature of the survey and the manner in which it will be conducted is 
published on page 463 of this issue of THE JOURNAL. 

Twelve years have elapsed since a similar survey of the dental needs of the nation 
was made by the Association. The information obtained then was extremely valuable, 
but now is obsolete. The current survey will bring the data to date, enable members 
of the profession and other health workers to determine dental health progress during 
the last decade and provide a basis for future planning and development by the 
profession. 

Dentists who receive the questionnaires are requested to fill them out and return 
them promptly to the Bureau of Economic Research and Statistics. The success of 
the survey will depend largely on the cooperation of those members of the profession 
who are asked to participate. 


Washington News Letter 


What Congress does—or doesn’t do—in these 
next few weeks will have an important bear- 
ing on the future of water supply fluoridation. 
Late in April, a special House investigating 
committee is scheduled to publish its report 
and may submit recommendations. on fluor- 
idation. Of greater and more immediate im- 
portance, Congress soon will decide whether 
federal funds are to be appropriated to the 
States for technical assistance in launching 
fluoridation programs. 


DELANEY COMMITTEE REPORT 


There will be no teeth in the report being 
prepared by the House Select Committee to 
Investigate the Use of Chemicals in Foods and 
Cosmetics, of which Rep. James J. Delaney 
(D., N. Y.) is chairman. Even though legisla- 
tion of some sort may be recommended, likeli- 
hood of its enactment is remote. 

On the ocher hand, the report’s conclusions 
may influence the Public Health Service 
budget for the fiscal year beginning July 1, 
1952. If the committee reports any adverse 
observations on fluoridation, it will decrease 
prospects on an allocation of funds to the 


states for technical assistance in fluoridation.. 


Pointing up this possibility is the fact that 
Rep. E. H. Hedrick (D., W. Va.), a member 
of the Delaney committee, is also a member 
of the powerful appropriations subcommittee 
that decides the size of the Public Health 
Service budget. 

A distinguishing feature of the public hear- 
ings on fluoridation conducted in February 
and March by the Delaney committee was the 
obvious attempt by certain of its members to 
depreciate expert testimony presented in sup- 
port of this anti-caries procedure. On the con- 
trary, witnesses who spoke in opposition met 
with no aspersions on their professional quali- 
fications, and their questioning was tinged with 
none of the sarcasm reserved for proponents. 
The latter included J. Roy Doty of the Amer- 
ican Dental Association, John D. Porterfield 
of the Association of State and ‘Territorial 
Health Officers, Francis F. Heyroth of the 
National Research Council, David B. Ast of 
the American Public Health Association, and 
such federal dental researchers as H. Trend- 
ley Dean and Francis A. Arnold. 


USPHS BUDGET HEARINGS 


Appearing recently before the appropriations 
subcommittee in behalf of the American Den- 
tal Association, E. Harold Gale and Francis 
J. Garvey urged the approval of a $250,000 
item for grants-in-aid to the states for further- 
ance of water fluoridation. They went further, 
in fact, recommending that the sum be fixed at 
$750,000, three times the figure recommended 
by the White House and Budget Bureau. 

“The funds which are sought in this ap- 
propriation,” Dr. Gale explained, “‘will be used 
by states to employ technical experts. These 
men will be available to local communities 
which need assistance in evaluating their own 
water supplies in relation to fluoridation. The 
funds will not be employed to purchase cither 
equipment or material for actual operation. 
The Association believes that such cost is the 
responsibility of the citizens of the individual 
community. 

“However, it is more efficient and more eco- 
nomical to provide a technical staff at the 
state level to serve as consulting experts on the 
problems which may arise than it is to set up 
such a staff in each individual community. 
Inquiries made by the Association among the 
states indicate that they neither have, nor 
expect to have, the funds made available from 
state sources to provide this service. Conse- 
quently, because of the widespread incidence 
of dental caries, the Association is willing to 
recommend that these initial funds be provided 
by the federal Government.” 


OTHER CAPITAL NEWS 


Meanwhile, in an address to the 20th an- 
nual Postgraduate Clinic of the District of 
Columbia Dental Society on March 10, As- 
sociation President LeRoy M. Ennis empha- 
sized that the support of fluoridation by dental, 
medical and public health agencies is so strong 
and united that there is scarcely any alterna- 
tive but to characterize opponents as either 
misguided or self-seeking. 

In the National Capital, otherwise, preoc- 
cupation with politics is such that little is 
stirring in matters of particular interest to the 
dental profession. 
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Under the auspices of the President’s Com- 
mission on the Health Needs of the Nation, a 
round table discussion of financial aid to pro- 
fessional schools was conducted on March 11. 
Participants included J. Ben Robinson, dean 
of the School of Dentistry, University of Mary- 
land, and Francis J. Garvey, secretary of the 
American Dental Association’s Council on 
Legislation. Arguments for and against federal 
assistance were aired at the session, though it 
was generally agreed that the present Con- 
gress will pass no legislation on this subject. 

Public hearings were opened by a subcom- 
mittee of the Senate Expenditures Committee 
on pending legislation that would set up a 
Department of Health in the President's 
Cabinet, but chances of enactment are con- 


cededly nil. However, the proposal is ex- 
pected to be revived when a new Congress 
is convened next January. 


MILITARY COMMISSION BILL 


A bill that would authorize Army, Navy 
and Air Force to commission women physicians 
and dentists on same basis as men has made 
some headway on Capital Hill and its passage 
before adjournment has better than an even 
chance, observers believe. At present, women’s 
military status is obscure and the bill, if en- 
acted, would provide for uniform commis- 
sionings in the three armed services and pro- 
duce an incentive to women to embark upon 
military careers. 


News of Dentistry 


HOUSE COMMITTEE HEARS 
PESTIMONY ON FLUORIDATION 


The Select Committee to Investigate the 
Use of Chemicals in Foods and Cosmetics 
closed its hearings on the fluoridation of 
public water supplies March 6, after pro- 
fluoridation had pre- 
sented by a procession of nationally- 
known scientists. 

J. Roy Doty, secretary of the American 
Dental Association’s Council on Dental 
Therapeutics, testified that the safety 
of fluoridation of community water sup- 
plies has been proved beyond any rea- 
sonable doubt. 

Others who stressed the harmlessness 
of the measure, as well as its benefits, in 
testimony received by the committee were 
Bruce D. Forsyth and John W. Knutson 
of the U. S. Public Health Service, H. B. 
Andervont of the National Cancer In- 
stitute, H. Trendley Dean and Francis 
A. Arnold of the National Institute of 
Dental Research, John D. Porterfield of 
the Association of State and Territorial 
Health Officers, David B. Ast of the 
American Public Health Association, 
George F. Lull of the American Medical 
Association and Francis F. Heyroth of the 
National Research Council. 

Witnesses who commented unfavor- 
ably on fluoridation included Alfred 
Taylor of the University of Texas Bio- 
chemical Institute and V. O. Hurme of 
the Forsyth Dental Infirmary for Chil- 
dren. 

During the hearings, which opened 
February 18, a few committee members 
showed hostility toward fluoridation. At 
one session, however, other members pub- 
licly reprimanded their counsel for his 
“prosecution” of witnesses who favored 
fluoridation. 


testimony been 


Association Affairs 


The committee, which has been in- 
vestigating food adulteration during its 
18 months of existence, is expected to 
make a report later this month. 


52,841 MEMBERS PAY DUES 
PROMPTLY, SET RECORD 


By the end of February 52,841 dentists 
had paid their 1952 membership dues in 
the American Dental Association. This 
membership total set an all-time high 
for the first two months of the year. 
Dentists whose membership dues were 
not received by April 1 have been can- 
celled from subscription lists of THE 
JOURNAL. Their other membership bene- 
fits have also been terminated. Society 
secretaries are requested to send the dues 
to the Association as promptly as possible 
when they receive them from members. 


SURVEY TO MEASURE EXTENT 
OF DENTAL PATIENTS’ NEEDS 


In cooperation with 25,000 selected den- 
tists throughout the country, the Asso- 
ciation’s Bureau of Economic Research 
and Statistics will conduct a survey next 
month on the needs of the nation’s den- 
tal patients. 

Questionnaires will be sent to a cross 
section of the profession in the United 
States. These 25,000 dentists will be 
asked to fill out reports on 10 consecu- 
tive patients who visit them on a specific 
day, listing each patient’s number of 
fillings, dentures, extractions and other 
dental operations and treatment required. 

The survey is expected to show how 
the dental needs of the average dental 
patient differ from the needs in 1940, 
when a similar survey was conducted. 
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The local committee arrangements for the American Dental Association's forthcoming 93rd 
. annual session in St. Louis met recently with members of the Central Office staff. Shown at the 
; neeting are (seated, |. to r.) David W. Brock, vice-chairman of local arrangements; Mrs. Earl C. 
$ Bean hairman of women entertainment: Harold Hillenbrand. secretary of the As stion Henry 


Patients will be classified according to 
age, sex, approximate income level and 
the population of the community in 
which they reside. For the first time, chil- 
dren will be included, with a view to 
providing a basis for future measurement 
of benefits derived from fluoridation and 
other dental measures recently intro- 
duced. 

The results of the survey will be pub- 
lished serially in THE JOURNAL, beginning 
in the fall. 


F. W. HERBINE NAMED 
TO DIVISION OF USPHS 


Frederick W. Herbine of Reading, Pa., 
chairman of the Council on Dental 
Trade and Laboratory Relations, re- 
cently accepted an appointment as rep- 
resentative of the American Dental Asso- 
ciation in the U. S. Public Health 
Service’s Division of Civilian Health Re- 
quirements. Dr. Herbine’s appointment 
was announced by Leonard A. Scheele, 
Surgeon General of the USPHS. 


NEW MANUAL TO APPLY RULES 
OF TESTING TO DENTISTRY 


Advance copies of a manual on testing, 
“which summarizes some of the most 
important principles and concepts of good 
testing procedures,” were distributed re- 
cently to the deans of dental schools by 
the Association’s Council on Dental Edu- 
cation and the Council of the National 
Board of Dental Examiners. 

The manual, being prepared by Shai- 
ler Peterson, secretary of the Councils, 
makes use of examples and illustrations 
furnished by consultants and advisers of 
both Councils as well as by members of 
boards of dental examiners and dental 
school teachers. The only manual of this 
type, it.summarizes the basic and most 
important principles of good test con- 
struction and makes use of illustrations 
that apply directly to dentistry. It is de- 
signed to help dental educators and state 
licensure examiners to build effective 
examinations. 

Although the monograph is not yet 
completed, Council spokesmen believe 


chairman of local arrangements. 


F. Westhoff, general chairman of local arrangements; Otto W. Brandhorst, president-elect of the 
Association: Mrs. E. E. Shepard, vice-chairman of women's entertainment: and R. H. Miller, vice- 
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Standing are: Alva N. Blaney, chairman of publicity; Earl J. Poe, vice-chairman of entertainment; 
Joseph V. Kirby, vice-chairman of information; James Brophy, executive secretary of the St. Louis 
Dental Society; John M. Marre, vice-chairman of the convention hall; J. J. Hollister, business 
manager of the Association: Walter Suberg, assistant business manager; Phil G. Vierheller, chairman 
of entertainment; Max Kornfeld, vice-chairman of loca! arrangements; Frank A. Strake, chairman 
of reception; Louis M. Cruttenden, assistant secretary of the Association; Ralph Rosen, vice-chairman 
of publicity, and Frank W. Jaeger, chairman of convention hall. 

Absent were Oliver F. Steber, vice-chairman of local arrangements; George A. Clipner, chairman 


that the final chapter will be finished 
within the next few months and that sys- 
tematic distribution to Council consult- 
ants, dental schools and state boards will 
then begin. 


ANNUAL DIRECTORY TO REPLACE 
3-YEAR ISSUE, SUPPLEMENTS 


The American Dental Directory, hereto- 
fore issued every third year, will be pub- 
lished annually beginning next Decem- 
ber 1, it was announced recently by Har- 
old Hillenbrand, secretary of the Asso- 
ciation. The quarterly cumulative sup- 
plements to the Directory will be discon- 
tinued, effective with the current March 
issue, the announcement reported. 

These changes have been effected to 
bring better directory information to a 


of information, and A. Frank Schopper, vice-chairman of reception. 


greater number of Association members, 
Dr. Hillenbrand announced. Refund 
checks will be issued to members who 
subscribed to the supplement service for 
1952. 

Information to be included in the 
next Directory must be received in the 
Central Office by June 1. Dentists whose 
membership dues for 1952 have not been 
received in the Central Office by that 
time will not be listed as members in the 
1953 Directory. 

The current supplement lists all 
changes in members’ residence and prac- 
tice reported to the Association since the 
1950 Directory was published. Copies 
of the current supplement may be pur- 
chased for $10 from the Order Depart- 
ment, American Dental Association, 222 
East Superior Street, Chicago 11. 
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RELIEF FUND CONTRIBUTIONS 
POP $89,500 BY MARCH 15 


Contributions to the 1951-52 Relief Fund 
of the American Dental Association 
totaled $89,553.08 on March 15, an in- 
crease of more than $4,000 over con- 
tributions on the same date last year. 
Less than $10,500 is now needed to reach 
the goal of $100,000. 

Dentists of Delaware, the District of 
Columbia, Idaho and the Air Force have 
exceeded their goals since the last issue 
of THE JOURNAL. The 16 other state 
societies which have contributed more 
than their quotas are Alabama, Alaska, 
Southern California, Georgia, Hawaii, 
Indiana, Maryland, Montana, Nebraska, 
New Mexico, North Dakota, Oklahoma, 
Oregon, Tennessee, Washington and 
Wyoming. 


FIVE ESSAYISTS TO REPORT AT 
NOMENCLATURE CONFERENCE 


Five reporters will deliver papers on 
“Concepts Pertaining to Occlusion” at 
the two-day conference on dental nomen- 
clature, to be held June 20-21 at the 
Central Office. 

The five essayists will be Carl O. Bou- 
cher of Columbus, professor of dentistry, 
prosthetics department of Ohio State 
University dental school and editor of 
the Journal of Prosthetic Dentistry; Paul 
E. Boyle, professor of oral histology and 
pathology, University of Pennsylvania 
dental school; Albert A. Dahlberg, den- 
tist and anthropologist, American repre- 
sentative on the nomenclature committee 
of the Fédération Dentaire Interna- 
tionale; T. M. Graber of Chicago, ortho- 
dontist and teacher of orthodontics at 
Northwestern University, and Orion H. 
Stuteville of Evanston, physician and 
dentist, of the department of maxillofa- 
cial surgery, Loyola University dental 
school. 

Sponsored by the Bureau of Library 
and Indexing Service, the conference will 


be conducted by George B. Denton, re- 
search consultant in charge of the Asso- 
ciation’s nomenclature project. 
Information may be obtained from 
Donald A. Washburn, director of the 
Bureau of Library and Indexing Service, 
222 East Superior Street, Chicago 11. 


PLANS FOR ASSOCIATION'S 
ANNUAL SESSION PROGRESS 


Dentists who have material for table 
clinics have been invited to participate 
in the ninety-third annual session of the 
American Dental Association, September 
8-11 in St. Louis. Clinicians are urged 
to send their names to the Council on 
Scientific Session, American Dental As- 
sociation, 222 East Superior Street, Chi- 
cago 11. 

The Council also announced recently 
that 18 dental organizations will hold 
meetings in conjunction with the Asso- 
ciation’s annual session. 

The housing bureau, which opened in 
St. Louis in March, is now accepting ap- 
plications for hotel accommodations dur- 
ing the annual session. Dentists who plan 
to attend the meeting have been re- 
quested to apply promptly for reserva- 
tions by filling out the blank on page 
A-71 of this issue of THE JOURNAL. 

All members of the American Dental 
Association are eligible to present films 
and exhibits during the ninety-third an- 
nual session. 

Films and exhibits should portray 
some phase of diagnosis, treatment or re- 
search related to the improvement of 
health and dental practice. 

Scientific exhibits will be divided 
among three groups: federal agencies: 
individuals; and _ institutions, associa- 
tions and state and local governments. 

Applications should be obtained before 
June 13 from Donald A. Washburn, di- 
rector of scientific exhibits, American 
Dental Association, 222 East Superior 
Street, Chicago 11. 


KIT ON FLUORIDATION 
COMPILED BY COUNCIL 


An information kit on fluoridation has 
been prepared by the Council on Dental 
Health and has been distributed to offi- 
cers of state health departments, members 
of the Council, constituent dental society 
councils and U. S. Public Health Service 
regional offices. 

The kit contains articles, booklets and 
pamphlets explaining fluoridation; re- 
prints of the Newburgh-Kingston study 
and other research reports; statements by 
the American Medical Association, Na- 
tional Research Council and Inter-As- 
sociation Committee on Health; a folder 
of questions and answers on the health 
and technical aspects of fluoridation, and 
a compendium of “objections versus 
facts.” 

Although the distribution of the kit 
will be limited, one copy will be sent free 
of charge when requested by a compon- 
ent dental society or a community group 
engaged in the study of fluoridation. Ad- 
ditional copies may be obtained at $1.20 
each, including postage, by writing to the 
Order Department, American Dental 
Association, 222 East Superior Street, 
Chicago 11. 


INFORMATION KIT ON OASI 
PREPARED FOR STUDY CLUBS 


An information kit on the Old Age and 
Survivors’ Insurance (OASI) program 
has been distributed by the Association’s 
Bureau of Public Information, to na- 
tional officers, trustees, Council members 
and constituent and component dental 
societies. 

The kit was compiled to aid the many 
local dental study groups which are in- 
vestigating the question of whether den- 
tists should be included in the OASI 
program of the Social Security Act. In- 
cluded in the kit are pamphlets explain- 
ing the Act, articles on the “pros and 
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cons” of the program, several reprints 
and a bibliography of works pertaining 
to the program. 

Delegates to the 1952 annual session 
will vote on whether the Association 
should favor inclusion of dentists; no 
action was taken by the House of Dele- 
gates last year, as a survey conducted by 
the Council on Insurance showed that 
the opinions of dentists throughout the 
nation were about evenly divided on the 
question. 

Additional packets will be distributed 
without charge to state and local dental 
societies upon the request of authorized 
officials. Requests may be sent to the 
Bureau of Public Information, American 
Dental Association, 222 East Superior 
Street, Chicago 11. 


FOLDER ON FLUORIDATION 
AVAILABLE FOR LAY GROUPS 


A new folder, “Why Your Dentist Rec- 
ommends Fluoridation,” has been pub- 
lished by the Council on Dental Health 
for distribution among nonprofessional 
groups and individuals. The booklets are 
available with or without the imprint of 
local or state society. Prices on quantity 
orders and other information may be 
obtained by writing to the Order De- 
partment, American Dental Association, 
222 East Superior Street, Chicago 11. 


‘Dental Societies 


BROOKLYN SEMINAR TO GIVE 
VIEWS ON FOCAL INFECTION 


A seminar on focal infection of dental 
origin will be presented on May 2 at the 
Brooklyn VA Hospital, sponsored by the 
Brooklyn Veterans Administration and 
the Second District of the Dental So- 
ciety of the State of New York. 

The views of the physician, bacteri- 
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ologist, oral surgeon and dental practi- 
tioner are to be presented. Lester R. 
Cahn, assistant professor, Columbia Uni- 
versity, will summarize the viewpoints 
and will comment on the seminar. All 
members of the medical and dental pro- 
fessions have been invited to attend. 


National Defense 


ARMED FORCES TO INDUCT 
175 DENTISTS DURING MAY 


The Department of Defense has issued a 
call for 175 dentists to be inducted into 
the Armed Forces during May, in addi- 
tion to the 335 scheduled for induction 
this month. In both calls, a dentist in 
Priority I may be drafted by the Selec- 
tive Service System as a private under the 
“doctor draft law,” unless he volunteers 


for a commission before his induction 
orders are received. 

Meanwhile, the Army recently an- 
nounced that it will order into active serv- 
ice 135 Reserve dentists who, Army 
spokesmen indicated, would have been 
drafted as Priority I registrants by Selec- 
tive Service if they had not already 
joined the Reserve. 

Of the 175 dentists most recently 
called for by the Department of Defense, 
60 are to be assigned to the Army, 90 to 
the Navy and 25 to the Air Force. All 
draftees will be selected from Priority I 
registrants, who participated in federal 
training programs during World War II 
or who were deferred from service to 
attend dental school, and who have sub- 
sequently served less than 90 days in the 
federal military or public health service. 

According to Selective Service fig- 
ures, the latest calls will virtually exhaust 
the remaining pool of Priority I dentists. 


International 


INTERNATIONAL ASSOCIATION 
FOR DENTAL RESEARCH MEETS 


The International Association for Dental 
Research held its thirtieth general meet- 
ing, March 21-23 at the Broadmoor Ho- 
tel, Colorado Springs, Colo., with Leo- 
nard S. Fosdick of Chicago, presiding. 
The eight general scientific sessions fea- 
tured the reading of 98 papers. 

The dental materials group held four 
separate sessions, with Clyde Nelson of 
Milford, Del., chairman, presiding. Mem- 
bers of this group presented 21 papers 
on dental materials and two symposiums 
on self-curing denture base materials and 
on the evaluation of present casting pro- 
cedures. Abstracts of all papers will be 
published in The Journal of Dental Re- 
search. 

A further report on the meeting will 
appear in the May issue of THE JOURNAL. 


PAN-AMERICAN UNIVERSITIES 
TO HOLD DENTAL CONGRESS 


Representatives from North American 
and Latin American dental schools will 
discuss dental teaching, preventive den- 
tistry and removable partial dentures at 
the First Dental Congress of Pan-Ameri- 
can Universities, to be held May 4-10 in 
Buenos Aires, Argentina. - 

In the section on dental education, pa- 
pers and discussions will cover teaching 
as a career, the dental curriculum, den- 
tal research and methods employed in 
teaching dentistry. The second and third 
sections will be covered by papers and 
symposiums on current methods in pre- 
ventive dentistry and on the problems 
encountered in the use of removable par- 
tial dentures. 

Dr. Guillermo A. Bizzozero, president 
of the Congress, has extended invitations 


to 18 clinicians and teachers from the 
United States, as well as to outstanding 
authorities from Latin American coun- 
tries. 

Further information regarding the 


Congress may be obtained by writing to’ 


Stanley D. Tylman, 55 East Washington 
Street, Chicago. 


CUBAN DENTISTS DISCUSS 
CHILDREN’S DENTAL HYGIENE 


The first National Congress on School 
Hygiene, sponsored by the Cuban Minis- 
try of Education, was held in Havana, 
February 8-10, with Ramon Iglesias, 
chief of dental hygiene, presiding. More 
than 300 delegates from six provinces 
attended. 

Among the papers presented at the 
meeting was “Fluoride as a Preventive of 
Dental Caries,’ by Raul Maya of 
Havana, secretary for Central America 
of the Pan American Odontological As- 
sociation. 


NEWS OF DENTISTRY.. 


Members of the British mission on fluoridation recently conferred with staff members of 
the Association. Shown at a conference are (I. to r.): Angus M. Thomson, research lecturer 


BRITISH MISSION TO INSPECT 
RESULTS OF FLUORIDATION 


The British mission to study fluoridation 
of public water supplies conferred with 
personnel at the American Dental Asso- 
ciation’s Central Office recently. The 
mission is led by H. H. Stones, editor of 
the International Dental Journal, dean 
of the Liverpool Dental School and di- 
rector of the Liverpool Dental Hospital. 

Other members of the mission are Miss 
J. R. Forrest, dental officer to the Min- 
istry of Health; J. Longwell, scientific ad- 
viser to the Department of the Govern- 
ment Chemist; and Angus M. Thomson, 
research lecturer in the obstetrics depart- 
ment of Aberdeen University. 

While in Chicago, the mission visited 
Evanston, Ill., where fluoridation has 
been in operation since 1947, and Au- 
rora, Ill., where the optimum amount of 
fluoride is found naturally in the public 
water supply. In both communities, the 
teeth of young school children were ex- 
amined. 


at Aberdeen University, Scotland; J. Roy Doty, secretary of the Council on Dental Thera- 


peutics; J. 
Great Britain 


Longwell, scientific adviser to the Department of the Government Chemist, 
Professor H. H. Stones, dean of the Liverpool! Dental School, director of the 
Liverpool Dental Hospital and editor of the International Dental Journal; Louis M. Crutten- 


den, assistant secretary of the Association; Miss J. R. Forrest, dental officer to the Ministry 
of Health, Great Britain; Haroid Hillenbrand, secretary of the Association, and Allen O. 


Gruebbel, secretary of the Council on Dental Health. 


VOLUME 44 “APRIL 1952 © 469 


i 
Ate 
— 
a a 


470 * THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


The mission also traveled to various 
parts of the country to examine teeth of 
children, discuss the latest data on the 
results of fluoridation and to study the 
procedure in operation. On its return to 
London, the mission is to make recom- 
mendations to the Ministry of Health 
regarding the adoption of the fluorida- 
tion program. 


FRENCH SOCIETY TO MEET 
IN SWITZERLAND MAY 22-25 


The Congress of the Societé Frangaise 
d’Orthopédie Dento-faciale will take 
place May 22-25 in Geneva, Switzerland. 
The principal topic will be “Normal 
Development of the Face.” Further in- 
formation may be obtained by writing to 
E. Fernex, Institut de Médecine Dentaire, 
Rue Micheli-du-Crest 43, Geneva, Switz- 
erland. 


NEW YORK DENTIST CONFERS 
ON DUTCH GUIANA DENTAL PLAN 


Plans were laid for a national dental 
health program in Dutch Guiana recently 
during a two-week conference in Para- 
maribo between officials of the Surinam 
Dental Society and Harry Strusser, di- 
rector of the bureau of dentistry, New 
York City Health Department. 


well as 


Leaders in government as 
dentistry attended the opening 
ceremonies of the seventh All 


India Dental Conference at Bom- 
bay in February. They included 
(|. to r., first row) S. P. Kapadia, 
president-elect of the All India 
Dental Association: the Hon. 
Rajkumari Amrit Kaur, Minister 
for Health of India; H. E. Raja 
Maharaj Singh, Governor of Bom 
bay; H. D. Merchant, chairman of 


the reception committee: and M 
K. Patel, president of the All 
India Dental Association. 


Dr. Strusser visited Dutch Guiana at 
the request of the Society, which hopes 
to institute a dental health program to 
meet the needs of the 210,000 residents 
of Dutch Guiana. 

While in Paramaribo, capital of the 
country, Dr. Strusser demonstrated mod- 
ern methods in children’s dentistry and 
visited bauxite mines to study the effects 
of the mineral on the teeth of the miners. 

Dr. Strusser also visited Trinidad and 
Havana to consult with members of the 
Trinidad Department of Medical Ser- 
vices and to lecture on pedodontics before 
the Cuban Children’s Dental Society, 
Havana. 


ALL INDIA CONFERENCE HEARS 
APPEAL FOR DENTAL SCHOOLS 


The need for more dental schools in 
India was stressed by spokesmen for the 
All India Dental Association at its re- 
cent annual conference in Bombay. M. K. 
Patel, president of the Association, and 
H. D. Merchant, chairman of the con- 
ference reception committee, in their 
opening addresses to the national meet- 
ing pointed out the acute shortage of 
dental teaching institutions. 

The opening session was also addressed 
by H. E. Raja Maharaj Singh, Governor 
of Bombay. Present to extend greetings 
were the Hon. Rajkumari Amrit Kaur, 


Minister for Health of India, and K. C. 
K. E. Raja, director general of health. 

A symposium on periodontics, scien- 
tific papers and clinics and table demon- 
strations comprised the scientfic sessions. 
Chairside clinics and table demonstra- 
tions were: repeated because of heavy at- 
tendance. 

A feature of the general session was 
the distribution of prizes in the nation- 
wide poster competition sponsored by the 
All India Dental Association. The Hon. 
Rajkumari Amrit Kaur presented the 
first place trophy to students of Lady 
Irwin School, New Delhi. 


THEATER TELEVISION PLANNED 
FOR INTERNATIONAL CONGRESS 


Clinics and demonstrations presented at 
the eleventh International Dental Con- 
gress in London July 19-26, will be tele- 
vised on a 16 by 18 foot screen, according 
to the preliminary program of the Con- 
gress. The clinics will be viewed by 
dentists in the modern, 400-seat Tele- 
cinema theater adjoining the studios 
where clinicians will work. A continuous 
daily program of these demonstrations 
has been arranged, reports E. Wilfred 
Fish, chairman of the organizing com- 
mittee of the Congress, which is spon- 
sored by the Fédération Dentaire Inter- 
nationale. 


DENTAL EDUCATORS’ MEETING 
HEARS ORAL SURGERY REPORT 


Instruction in oral surgery was the sub- 
ject of a seven-paper report presented 
at the twenty-ninth annual meeting of 
the American Association of Dental 
Schools, held March 23-26 in Colorado 
Springs, Colo. 

The Committee on Instruction in Oral 
Surgery, which was appointed in 1950 


Dental Education 
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Further information on the Congress 
may be obtained by writing to Gerald H. 
Leatherman, Honorary Secretary, 35 De- 
vonshire Place, London W. 1, England. 


MEMBERS INVITED TO PRESENT 
PAPERS AT DUBLIN MEETING 


Members of the American Dental Asso- 
ciation who will visit Europe this sum- 
mer and are interested in presenting a 
paper or clinic at a meeting of the Irish 
Dental Association in Dublin during the 
week of July 15 are requested to 
communicate at once with Harold Hillen- 
brand, secretary, American Dental Asso- 
ciation, 222 East Superior Street, Chi- 
cago 11. 


REPRESENTATIVE CHOSEN 
FOR CANADIAN MEETING 


Bernerd C. Kingsbury of San Francisco 
has been appointed to represent the 
American Dental Association at the 
Golden Jubilee Meeting of the Canadian 
Dental Association, it was announced 
recently by LeRoy M. Ennis, president. 
The Canadian meeting will be held in 
Vancouver, British Columbia, June 15-18. 
Information on the program and on res- 
ervations may be obtained by writing 
to Don W. Gullett, 234 St. George 
Street, Toronto, Ont. 


by the Committee on Teaching, pre- 
sented its report, consisting of seven pa- 
pers on the development of the teach- 
ing of oral surgery, the need for oral sur- 
gery service, its current status, scope and 
objectives, suggestions for its clinical 
work and undergraduate and postgradu- 
ate instruction. 

Ten conference sections on the teach- 
ing of specialized subjects were addressed 
by more than 80 essayists and panelists. 
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Ernest G. Sloman, dean of the College 
of Physicians and Surgeons Dental 
School, San Francisco, is retiring presi- 
dent of the organization. 

A further report on the meeting will 
be published in the May issue of THE 
JOURNAL. 


DRAFT DIRECTOR PRAISES 
ADVISERS ON STUDENT POLICY 


Gerald D. Timmons, dean of the Temple 
University School of Dentistry, was 
among those commended recently by 
Maj. Gen. Lewis B. Hershey, for “in- 
valuable service” in the formulation of 
the present Selective Service program on 
student draft deferments. 

Dr. Timmons was a member of the 
original Advisory Committee on Special- 
ized Personnel, which recommended the 
administration of college qualification 
tests to be used as a reference by local 
draft boards. 

“The work of the committee has been 
of inestimable value to the nation,” Gen- 
eral Hershey, director of Selective Service 
said. The program has been in force one 
year and has administered college qualifi- 
cation tests to 358,637 students. 


GRADUATE DENTAL FELLOWSHIPS 
OFFERED AT NORTHWESTERN 


Several fellowships are available at 
Northwestern University for graduate 
study in pedodontics on a two-year pro- 
gram leading to the degree of Master of 
Science in Dentistry. 

The fellowship combines graduate 
study, clinical experience and _ teaching, 
and a year of residency in Children’s Me- 
morial Hospital, Chicago. The first year 
is devoted to taking science and clinical 
courses and to working as an instructor 
in the pedodontics clinic or as a dentist 
in the Cleft Palate Institute. The second 
year may be spent in teaching or in resi- 
dency at Children’s Memorial Hospital. 


Fellows receive free tuition and a sti- 
pend of $150 monthly. Residents in the 
hospital receive room and board and $60 
monthly. Further information on_ this 
fellowship program, or similar ones in 
periodontics and oral surgery, may be 
obtained by writing to the Dean, North- 
western University Dental School, 311 
East Chicago Avenue, Chicago 11. 


HOSPITAL OFFERS INTERNSHIP 
IN GENERAL DENTISTRY 


Internship training in general dentistry, 
rather than oral surgery, is now offered 
at the Waterbury Hospital of Water- 
bury, Conn. The change in internship 
training was approved by the Council on 
Dental Education recently, at the re- 
quest of the hospital and upon recom- 
mendation of the Council’s Committee 
on Internships and Residencies. 

Application for the internship pro- 
gram may be made by writing to the di- 
rector, Waterbury Hospital, Waterbury, 
Conn. 


FIRST AID COURSE ADDED 
TO DENTAL CURRICULUM 


A required course in first aid for all 
freshman dental students has been intro- 
duced at the University of Pittsburgh 
School of Dentistry. Now in effect for the 
freshman class of 96 students, the course 
is being taught by an authorized Red 
Cross teacher. 

In one semester, the studénts will be 
expected to complete the preliminary, ad- 
vanced and instructor’s courses in first 
aid. A brief review course will be pre- 
sented in the senior year. 

Lawrence E. Van Kirk, dean of the 
school, pointed out that the course will 
serve a double purpose, providing a sup- 
ply of first aid teachers for Civil Defense 
and equipping each dental graduate with 
training he may need as a dentist in a 
community emergency. 


OHIO UNIVERSITY’S HEALTH 
CENTER SERVICES TELEVISED 


Ohio State University’s new $15,000,000 
Health Center is being starred on a half- 
hour television program designed to show 
Ohioans the health services, care and 
facilities for teaching and research avail- 
able at the Center. 

The program, entitled “Picture of 
Health,” is co-produced by television 
station WBNS-TV and the University. 
Films taken at the Health Center are 
supplemented on the program by nar- 
ration and on-the-spot demonstrations. 
In various scenes dental and medical 


students, nurses and others play the parts 
of patients. The programs of the College 
of Dentistry, College of Medicine and 
School of Nursing will be highlighted 
during the series. 


SCHOOL OFFERS CONSULTATION 
ON ORAL AND FACIAL PAIN 


The College of Dentistry, University of 
California, has inaugurated a “consulta- 
tive oral and facial pain service,” operat- 
ing in connection with the school’s sec- 
tion on oral diagnosis. 

In his announcement of the service, R. 
Gordon Agnew, chairman of the section, 
termed the venture “a cooperative func- 
tion of service and research.” Participat- 
ing in the consultations, in addition to 
the regular diagnostic staff, are an ana- 
tomist and oral surgeon, a neurologist, 
an internist, a specialist in the oral and 
dental applications of psychiatry and 
other staff members as required. 


WESTERN RESERVE UNIVERSITY 
DENTAL ALUMNI PLAN REUNION 


A reunion marking the sixtieth anniver- 
sary of the School of Dentistry, Western 
Reserve University, will be held April 
23 at the Tudor Arms Hotel, Cleveland. 
Luncheon at | p.m. will follow a fellow- 
ship hour at noon. Guest speaker at the 
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When the sixtieth anniversary of the School of 
Dentistry, Western Reserve University, is observ- 
ed April 23, John S. Millis (left), president of the 
University will speak, and Peter J. Warren (right), 
president of the dental school's alumni associa- 
tion, will preside at the anniversary luncheon. 
They are shown here discussing the program of 
events which will mark the celebration in Cleve- 
land. 


luncheon is to be John S. Millis, president 
of the University, who will discuss the 
evaluation functions of the dental school’s 
advisory committee. 

Alumni and their friends are invited 
to attend the reunion. Further informa- 
tion may be obtained from John T. 
Reifke, chairman of publicity, 912 Rose 
Building, Cleveland 15. 


UNITED CEREBRAL PALSY 
SPONSORS DENTAL FELLOWSHIPS 


Two fellowships have been established 
at Columbia University dental school to 
train dentists in the special medico-den- 
tal problems of treating children who are 
cerebral palsy patients. 

The fellowships were established by the 
Dental Guidance Council for Cerebral 
Palsy and will be sponsored by United 
Cerebral Palsy of New York City, Inc. 
Each carries a stipend of $3,000 to 
$3,600. 

The first year of the Cerebral Palsy 
Dental Fellowship program will consist 
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of clinic and classes in various fields of 
medicine as related to cerebral palsy; the 
second year will consist mainly of clinic 
work in pedodontics. 

Application for a fellowship should be 
made by May 15 to Barnet M. Levy, 
director, postgraduate division, School 
of Dental and Oral Surgery, Columbia 
University, New York 32. 


COMMISSION STUDIES NEED 
FOR AID TO DENTAL SCHOOLS 


Representatives of the American Dental 
Association and the American Associa- 
tion of Dental Schools testified recently 
before the President’s Commission on the 
Health Needs of the Nation. The Com- 
mission, under the chairmanship of Paul 
B. Magnuson, is currently investigating 
the question of federal aid to medical, 
dental and nursing schools. 

Francis J. Garvey, secretary of the 
Association’s Council on Legislation, told 
the Commission that the American Den- 
tal Association favors “in principle” fed- 
eral aid to dental schools and students. 
However, Mr. Garvey termed “unreal- 
istic” several aspects of S 337, a bill to 
provide grants for schools and scholar- 
ships for medical and dental students. He 
pointed out that the bill asumes that 
professional schools will accept additional 
students, whereas most schools are oper- 
ating at capacity now. 

J. Ben Robinson, dean of the Univer- 
sity of Maryland Dental School, testified 
as chairman of the legislative committee 
of the American Association of Dental 
Schools. He stated that the schools also 
support the principle of aid to dental 
education; 37 of the 42 accredited dental 
schools, Dr. Robinson revealed, have in- 
dicated that they may have to seek fed- 
eral aid in the future. 

The President’s Commission, which 
was created last December, will continue 
its fact-finding program; it must report 
its findings on the health needs of the 
nation by next December. 
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DENTAL SCHOOLS TO OFFER 
NEW POSTGRADUTE COURSES 


Columbia * A full-time program in peri- 
odontology will be offered to graduate 
dentists at Columbia University this fall. 
The program, covering a period of two 
academic years, will correlate the funda- 
mental sciences to clinic practice. Gradu- 
ates will receive a certificate of training 
in periodontology. 

Three postgraduate courses in peri- 
odontology are also scheduled at Colum- 
bia University dental school. The first 
will be offered full time from June 2 to 
June 13; the second will be presented 
one full day each week from September 
24 to May 5, 1953; the third will be 
given one half day each week from 
September 24 to May 5, 1953. 

Application for admission to these 
courses should be made by May: 15. 
Further information may be obtained by 
writing to Barnet M. Levy, director, 
postgraduate division, School of Dental 
and Oral Surgery, Columbia University, 


New York 32. 


Emory * Four continuation study courses 
for graduates in dentistry have been ar- 
ranged by the Emory University School 
of Dentistry. Periodontology will be of- 
fered May 19-23, taught by James F. 
Allred, Ernest Banks, Grover Hunter, Jr., 
Aaron King, Olin Kirkland, E. D. Mc- 
Donald, Gerald Mitchell and S. P. Vail. 
Fixed bridge prosthesis will be presented 
May 26-30, taught by R. A. McEwen 
and E. Neal Harris. 

Dentistry for children, June 2-4, will 
be taught by Vincent Johnson, George 
Teuscher, Lamar Harrison, Willard 
Hunnicutt, Frank Lamons, L. B. Brown, 
Irwin Hyatt and Dowell Smith. Oral 
pathology and dental medicine will be 
offered June 5, with lectures by Col. Jo- 
seph L. Bernier and Harry Sicher, both 
guest lecturers. Preventive and restora- 
tive dentistry, June 6, will be taught by 
H. D. Jaynes, George Parry, Paul F. 


Brown, Jr., Roy W. Adams and J. C. 
Wells. 

‘ Inquiries may be addressed to the office 
of the dean, Emory University School of 
Dentistry, 106 Forrest Avenue, N. E., 
Atlanta, Ga. 


Georgetown * Four postgraduate courses 
will be offered by the School of Den- 
tistry, University, during 
April and May. Restorative procedure 
necessary in mouth rehabilitation will be 
taught by I. Franklin Miller and S. 
Charles Brecker, April 21-25. Three 
courses in advanced operative dentistry 
embracing airbrasive will be presented by 
John P. Burke, Maurice A. Goldberg, 
Charles B. Murto and Robert J. Furie, 
April 7-11, May 5-16 and May 19-23. 

Further information may be obtained 
from C. V. Rault, dean of the School of 
Dentistry, Georgetown University, Wash- 
ington 7, D.C. 


Georgetown 


Maryland * The Baltimore College of 
Dental Surgery will offer a series of five 
courses in the use of the airbrasive tech- 
nic during the periods of June 16-21, 
June 23-28, July 7-12, July 14-19, and 
July 21-26. 

Sessions will begin at 9 a.m. and con- 
tinue until 5 p.m. daily, and will con- 
sist of lectures, demonstrations and clin- 
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ical practice. Each course will be lim- 
ited to 10 graduates of recognized dental 
schools; assignment to courses will be 
made in the order in which applications 
are received. 

Further information and application 
blanks may be obtained by writing to 
William E. Hahn, director of graduate 
and postgraduate studies, 618 West 
Lombard Street, Baltimore 1. 


New York * The department of pulp 
canal therapy of New York University, 
College of Dentistry, will present a post- 
graduate course beginning June 2. The 
54-hour course will present a practical 
method of treating pulp-involved teeth, 
and will include lectures, demonstrations 
and clinical treatment of patients. Stu- 
dents may choose to attend classes on 18 
consecutive mornings or on nine con- 
secutive full days. 

Further information may be obtained 
from Morris B. Auerbach, New York 
University, College of Dentistry, New 
York 10. 


Temple * A course in clinical occlusion 
will be presented by Lewis Fox at the 
Temple University School of Dentistry, 
June 4-6. The course is designed to pre- 
sent the fundamentals of occlusion in re- 
lation to the physiology and pathology 


rtist’s sketch of the new dental buiiding of the Medical College of Virginia, Richmond 
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of the periodontal supporting tissues. 
Further information may be obtained 
from Louis Herman, director of post- 
graduate studies, Temple University 
School of Dentistry, Philadelphia 40. 


OHIO STATE DENTAL SCHOOL’S 
ANNUAL ASSEMBLY PLANNED 


The eighth annual post-college assembly 
of the Ohio State University dental 
school, to be held April 23-24 at Colum- 
bus, will be addressed by Joseph L. 
Morton, deputy director of civilian de- 
fense in Columbus, Ohio. Dr. Morton 
will speak on “The Dentist in Civilian 
Defense.” 

Essayists at the post-college assembly 
will include Lyle S. Pettit of Columbus, 
Col. Joseph L. Bernier of Washington, 
D. C., Lewis W. Thom of Minneapolis 
and S. Howard Payne of Buffalo, N. Y. 
Fifteen clinics will also be offered. Frank 
C. Starr of Columbus is general chair- 
man of the assembly. 


ARMY NAMES FOUR-MAN BOARD 
TO CHOOSE DENTAL INTERNS 


Candidates for the Army Dental Intern- 
ship Program have been selected from ap- 
plicants by a four-man board of officers 
recently chosen by Maj. Gen. George E. 


Armstrong, Surgeon General of the Army. 


The members of the board are: Brig. 
Gen. Neal A. Harper, DC, assistant chief 
of the Dental Division; Col. Charles M. 
Farber, DC, chief of the Dental Service 
Branch; Lt. Col. Douglas M. Beebe, DC, 
dental member of the Research and De- 
velopment Board, and Maj. Louis H. 
Foubare, MSC, chief of the professional 
programs sections of the Personnel Divi- 
sion. All members are from the Surgeon 
General’s Office. 

Graduates of dental schools who are 
selected for internship will receive ap- 
pointments as first lieutenants and must 
agree to serve a minimum of two years in 
active duty, including time spent in in- 
ternship. The successful candidates will 
be announced later. 


Public Health 


INDUSTRIAL DENTISTS 
TO CONFER APRIL 22-24 


The ninth annual meeting of the Ameri- 
can Association of industrial Dentists will 
be held during the 1952 Industrial 
Health Conference, April 19-26 at Cin- 
cinnati. 

The industrial dentists will meet April 
22-24 at the Netherland Plaza Hotel, 
Cincinnati. Among the features of their 
meeting will be a tour of a large indus- 
trial plant where a dental program is 
conducted. A discussion on the program 
will follow. 

A panel discussion, “Dental Public 
Health and Industrial Dentistry,” will 
also highlight the meeting. Bruce D. 
Forsyth, chief dental officer of the U. S. 
Public Health Service, will preside; par- 


ticipants will include W. Philip Phair, 
assistant secretary of the Association’s 
Council on Dental Health; J. R. Robin- 
son, director of dental public health, 
Jefferson County (Ky.) Health Depart- 
ment; and Edward R. Aston, dental con- 
sultant to the bureau of industrial hy- 
giene, Pennsylvania Department of 


Health. 


BILL PROPOSES GRANTS-IN-AID 
FROM TIDELANDS ROYALTIES 


Legislation has been introduced into the 
House of Representatives, providing that 
royalties received from so-called “tide- 
lands oil” be set aside by the federal 
Government for grants-in-aid of (1) 
education and research in health profes- 


sions, such as medicine and dentistry, 
and (2) the construction and operation 
of hospitals and other community health 
facilities. 

The bill was introduced recently by 
Rep. John F. Kennedy (D., Mass.). At 
the present time, 40 million dollars in 
royalties is being held in escrow while 
federal ownership of the tidelands is 
disputed by states bordering the lands. 


ANTI-FLUORIDATION FORCES 
DEFEAT MEASURE IN SEATTLE 


A proposal to fluoridate the water sup- 
ply in Seattle was defeated in a referen- 
dum of the city’s population, by a vote 
of 86,230 to 44,814. The fluoridation 
proposal was sponsored by the Seattle 
P.T.A. and was supported by the Seattle 
District Dental Society, the King County 
Medical Society and other health agen- 
cies. 

Opponents of the fluoridation measure 


WINNER OF ESSAY CONTEST 
ON ATOMIC ENERGY NAMED 
The First District Dental Society of 
New York has awarded a prize of $100 to 
Bernard M. Kilbourne for submitting 
the best essay on “Atomic Energy and 
Its Relation to Dentistry.” Dr. Kil- 
bourne was a senior at New York Uni- 
versity dental school when he wrote his 
paper last year; he is now a lieutenant 
in the armed services 

In view of the great interest shown, 
the First District Dental Society will 
conduct a similar competition this year, 
for the best essay on “The Value of 
Radioactive Isotopes in Dental Re- 
search.” A $100 award will be made to 
the senior dental student in the United 
States or Canada who submits the best 
essay by December 1, 1952. 


NEWS OF DENTISTRY . . 


General 
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fluorides would 


that 
“cavities in head bones” and other unde- 
sirable effects, and that the city’s phy- 
sicians and dentists were promoting so- 
cialized medicine. 

(For comments on the referendum, see 
page 457.) 


charged 


Cause 


NEW YORK DENTAL BUREAU 
SPONSORS COURSE ON TUMORS 


A course on tumors of the oral cavity, 
sponsored by the bureau of dentistry, 
New York City Department of Health, 
was attended recently by 16 dentists. 
The course was taught by Rieva Rosh, 
assistant clinical professor of radiology 
at New York University-Bellevue Medi- 
cal Center. Dr. Rosh presented one lec- 
ture and three clinics, at which he ex- 
hibited slides of various types of oral 
tumors and demonstrated the use of ra- 
dium and roentgenology in treating these 
tumors. 


NEW JERSEY EXAMINATIONS 
IN DENTISTRY SCHEDULED 


The New Jersey State Board of Registra- 
tion and Examination in Dentistry will 
administer clinical examinations for den- 
tistry on June 2 and 3 at the University 
of Pennsylvania, and on June 12 and 13: 
at New York University. Written exami- 
nations will be given June 4-6 in Trenton. 

Examinations in dental hygiene will be 
administered June 2 and 3 at the Uni- 
versity of Pennsylvania. 

Preliminary application, together with 
a fee of $50 for dental or $20 for dental 
hygiene candidates, must be filed by 
April 15. 

Beginning in June, the New Jersey 
dentistry examinations will consist of four 
sections: clinical prosthetic dentistry; 
clinical operative dentistry; oral diagnosis 
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and treatment planning; written exami- 
nations. A candidate may take one ex- 
amination in each section. If he fails to 


pass, he may take, within a period of 


three years, two reexaminations in the 
failed. which the 
candidate is satisfactory need not be 
repeated; failure to pass any part of a 
section will require reexamination in the 
whole section. 


sections Sections in 


GERALD G. BURNS, FORMER 
ASSOCIATION OFFICER, DIES 


Gerald G. Burns of Rochester, N. Y., life 
member and former vice-president of 
the American Dental Association, died 
on February 16 at the age of 78. He was 
a past president of the New York State 
Dental Society and had practiced. in 
Rochester from 1895, when he was grad- 
uated from the University of Buffalo den- 
tal school, until 1951. A veteran of over- 
seas service during World War I, Dr. 
Burns until recently had held a com- 
Lieutenant Colonel in the 
Army Reserve. 


mission as 


COLORADO DENTAL FOUNDATION 
ANNOUNCES SIXTH SEMINAR 


Recent developments in anesthesia, en- 
docrinology and nutrition will be pre- 
sented at the sixth annual seminar of the 
Colorado Dental Foundation to be held 
June 15-19 in Colorado Springs. Essayists 
are to be Harry Sicher of Chicago, Hugo 
Rony of Chicago, Samuel Dreizen of 
Birmingham, Ala., and Max Sadove of 
Chicago. Scientific sessions will be held 
at the Fine Arts Center in Colorado 
Springs. 


ENDODONTISTS ASSOCIATION 
ANNOUNCES 1952 OFFICERS 


F. D. Ostrander of Ann Arbor, Mich., 
was installed as president of the Amer- 
ican Association of Endodontists at its 
recent annual Chicago. 
Other officers elected to serve in 1952 
are L. A. Lucas of Oklahoma City, 
Okla., president-elect; N. Weir Burkman 
of Birmingham, Mich., vice-president; 
Vincent B. Milas of Chicago, secretary; 
Thomas C. Starshak of Chicago, treas- 
urer, and Victor H. Dietz of St. Louis, 
editor. 


meeting in 


SIGMA EPSILON DELTA 
INSTALLS NEW OFFICERS 


When the Sigma Epsilon Delta dental 
fraternity held its first Grand Council 
meeting of 1952 recently, Alexander L. 
Ungar of New York was installed as 
grand master, succeeding Irving Abram- 
son of Baltimore. Other officers for 1952 
are S. Leonard Rosenthal of Philadel- 
phia, grand chaplain; Jerome A. Boley 
of Brooklyn, grand scribe; Murray S. 
Mahler of New York, Max 
Matzkin of Waterbury, Conn., grand 
inner guard; Daniel Schwartz of Pater- 
son, N. J., grand outer guard, and Samuel 
Friedman of Baltimore, historian. 


treasurer ; 


MEXICAN ORTHODONTISTS 
ELECT OFFICERS FOR 1952-53 


The Mexican Association of Orthodon- 
tics (Asociacion Mexicana de Ortodon- 
cia) recently announced its newly-elected 
officers for 1952-53. They are: Rutilio S. 
Blanco, president; Roberto M. Ruff, sec- 
retary, and Margarita Correa, treasurer. 


Book Reviews 


INVESTMENTS FOR PROFESSIONAL 
PEOPLE 


By Robert U. Cooper. 310 pages. Bib- 
liography and index. Price $4. New York, 


Macmillan Co. 


This book covers a wider range of topics than 
its title indicates. In addition to discussing 
the different types of investments, Dr. Cooper 
deals with two subjects which will help the 
practitioner to obtain funds to invest: (1) 
the program known in dentistry as “practice 
management,” and (2) important considera- 
tions in paying federal income tax. The pri- 
mary importance of accumulating investment 
funds is obvious. As Dr. Cooper points out, 
“A justly famous recipe for rabbit potpie be- 
gins with the sage admonition, ‘First catch 
the rabbit.’ ” 

However, five-sixths of the book is de- 
voted to problems of investment. The section 
on insurance explains the differences among 
the several types of policies and gives help- 
ful tips on selecting an insurance company. 
The section on real estate gives information 
which is useful in buying a home, as well as 
in purchasing income-producing property. 
Banks are discussed not only from the stand- 
point of investments but also from the stand- 
point of services which banks may offer. The 
chapters on stocks and bonds are preceded 
by an explanation of how to analyze financial 
statements of corporations. 

The section on common stocks is especially 
thorough. The author makes the presentation 
in full consideration of the fact that profes- 
sional men have a limited amount of time to 
devote to the study of the market. He dis- 
cusses sources of information on the stock 
market, and compares the relative merits of 
different formulas for purchase and sale of 
stocks. A conservative approach is recom- 
mended to the professional man who invests 
in securities. 

Other topics covered include investment 
funds, special investment opportunities, dis- 
posal of estates and development of the in- 
vestment program. 

This book should pay for itself many times 
over for the dentist who has funds to invest 
and who is interested in providing for emer- 
gencies and for retirement. 

B. Duane Moen 


THE PHYSIOLOGICAL FOUNDATION 
OF DENTAL PRACTICE 


By L. L. Langley and E. Cheraskin. 511 
pages with 149 illustrations. Index. Price 
$8.25. St. Louis, C. V. Mosby Co., 1951. 


The philosophy behind the preparation of this 
book should be of interest to both the dental 
school teacher and the dental practitioner. It 
recognizes that a student learns facts and 
principles more rapidly when he can see the 
relationship between courses containing basic 
information and the clinic and laboratory ac- 
tivities relating directly to his future profes- 
sion. 

With this philosophy as a guide, Langley 
and Cheraskin have sought to aid both stu- 
dents and instructors by providing a dental 
textbook with many practical applications of 
principles formerly discussed in an abstract 
way in some textbooks. 

This text of more than 500 pages is small 
in comparison to the majority of texts now 
used in dental schools. Admittedly, it is not 
a complete and comprehensive treatment of 
the subject of physiology. Rather, it is an 
over-view of physiology, with greater attention 
given to those concepts and principles which 
are important to the dental student and the 
dental practitioner. 

Examples and illustrations are dominated by 
those referring specifically to dental applica- 
tions and to the anatomy and physiology of 
the head and neck. The book has sections de- 
voted to the following topics: (1) the nerv- 
ous system, (2) circulation, (3) respiration, 
(4) excretion, (5) alimentation, and (6) 
endocrinology. The first two sections com- 
prise more than 60 per cent of the text, an 
evidence of the fact that much greater atten- 
tion is given to those principles of physiology 
which are of particular concern to the den- 
tist. 

It would seem that this book would be 
most useful for regular assignments, with more 
voluminous and more detailed texts being 
used for reference. As a text, it should provide 
a stimulus to teachers, encouraging them to 
develop additional examples and illustrations. 
The practicing dentist and physician should 
find this book useful as an instrument for 
hastily reviewing basic principles of physiology. 

Shailer Peterson 
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Current Literature 


TREATMENT OF MALUNION FRACTURES 
OF FACIAL BONES 


Reed O. Dingman and Robert L. Hard- 
ing. Plast. @ Reconst. Surg. 7:505, June, 
1951. 


As a general principle, it might be stated that 
acute fractures of the facial bones are not a 
surgical emergency. Asphyxia, hemorrhage, 
and shock are the most common emergency 
problems associated with facial injuries and 
prompt attention must be directed toward 
correction of these conditions. It is desirable 
to institute definitive treatment .as soon as 
possible after the injury but not before the 
general condition of the patient warrants. 
Deaths sometimes occur when overenthusias- 
tic surgeons add surgical trauma to an already 
embarrassed patient. 

Early attention should be given to the re- 
pair of soft tissue injuries. In some cases it is 
expedient to carry out open reduction of the 
fractures at the time of the primary or the 
delayed repair. With adequate antibiotic ad- 
ministration the results are uniformly good 
provided the wound is reasonably clean. Such 
a plan seems best suited to fractures involving 
the zygomaticomaxillary compound, the nasal 
bones and the mandible when compounded 
extraorally. 

Following injury to the facial bones, there 
is often prompt distortion due to emphysema, 
edema and interstitial hemorrhage which ob- 
scures the underlying structural deformity. 
After the acute phase subsides and the re- 
sultant deformity becomes evident, it may be 
too late to utilize any of the ordinary methods 
of reduction. 

Methods for the management of deformi- 
ties due to malunion of fractures of the bones 
of the face are discussed. Fractures of this 
type should have early and adequate treat- 
ment. 

Frontal bone deformities are corrected with 
cancellous bone as the material of choice. 
The deflected nose is corrected by nasal 
osteotomy and iliac bone is recommended for 
the saddle nose. The graft is held in place by 
direct wiring. 

Malunion of the zygomaticomaxillary com- 
pound can be manageti by osteotomy and re- 
alignment of the fragments. A new procedure 
referred to as the impression tray method of 
refracture is described for use in cases of 
fibrous malunion of the maxilla. Multiple 


osteotomies followed by supportive grafts is 
suggested as a means of correcting the so- 
called “dish-face” deformity. 

Warren R. Schram 


CHANGES IN BONE AND CEMENTUM IN 
PERIODONTAL DISEASES 


Joseph L. Bernier. J. Periodont. 22:29, 
January, 1951. 


The nature of the influence of inflammation 
on the calcified tissues of the periodontium is 
discussed. Histological analysis of over 7,000 
clinically normal gingival specimens shows the 
presence of early inflammatory changes in a 
high percentage. Studies have indicated that 
bone and cementum are closely allied so that 
the reaction of one to infection and inflamma- 
tion can be made to include both in many 
instances. 

Many biochemical theories of calcification 
have been advanced. Regardless of which is 
correct, it can be seen that inflammation, with 
its alterations in pH, CO, levels, alkaline re- 
serve, and protein and carbohydrate metabo- 
lism, might easily affect the process of calcifi- 
cation, 

The cellular exudate in gingivitis demon- 
strates an increasing number of plasma cells 
(derivatives of lymphocytes) which may indi- 
cate an important role in controlling and de- 
stroying invading organisms. Consequently it 
may be that in periodontitis, the inflammation 
process is initiated and sustained by extraor- 
dinary factors (associated with function as 
related to mastication) which requires the full 
mobilization of these cells (lymphocytes and 
plasma cells). Simultaneous proliferation to- 
ward repair and retrogressive changes toward 
necrosis in the periodontal membrane should 
be considered as being disturbances in cell 
chemistry rather than alterations in cell po- 
tential because in inflammation, cell potential 
is not in conflict with the factors responsible 
for either benign or malignant neoplasia. So- 
called hypertrophic and hyperplastic gingival 
changes associated with gingivitis need not 
be given special consideration since the basic 
reactions remain unchanged. The gingival 
changes are different in pregnancy because of 
specificity in etiology and difference in tissue 
changes. The so-called “fibromatosis gingivae” 
is considered a benign neoplasm because fail- 
ure of the usual clinical treatments indicate 
an aberration in cellular growth qualities. 


; 


Histologic changes are also noted. The role 
of the osteoclast is emphasized by the resorp- 
tion of the alveolar crest which represents an 
extension of the inflammatory process. Dila- 
tion of the blood vessels and fibrosis of the 
marrow substance precede the loss of tone and 
disintegration of fibers of the periodontal 
membrane. Apical extension brings further 
modification in function and environment. 
Bifurcation involvement is just the extension 
of this inflammatory process and should not be 
considered a separate entity. 

Alveolar bone growth is continuous through- 
out life with deposition of bone being accen- 
tuated near the apex and on the distal side. 
Cementum is also deposited continuously, es- 
pecially near the apex, which compensates for 
the loss of coronal tooth structure. Cementum 
and bone may both be influenced by inflam- 
mation to hyperactivity or repression upon 
which is superimposed the constant alteration 
in masticatory function. 

Such studies emphasize the complexity of 
periodontal disease by demonstrating the many 
factors involved. Advances in microscopy and 
histochemical analysis may add new knowledge 
to the histopathology of periodontal disease. 
The mechanism of calcification and the role 
of the plasma cell in inflammation especially 
need further study. 

William A. Peterson 


THE ETIOLOGY OF THE PERVERTED 
SWALLOWING HABIT 


Walter J. Straub. Am. J]. Orthodont. 37: 
603, August, 1951. 


This article presents a survey of papers which 
have appeared about tongue habits, and the 
cause of abnormal swallowing habits. _ 

Normal deglutition involves the following 
steps: The teeth are closed in centric position. 
The tip of the tongue is depressed and then 
the tongue moves back in the mouth, its tip 
just posterior to the rugae. Upward and pos- 
terior tongue pressure is exerted as the naso- 
pharynx is closed by the soft palate. Then the 
larynx moves up and the epiglottis covers the 
opening. 

A series of 237 patients with perverted 
swallowing habits were studied. In normal 
deglutition, the muscles of expression do not 
change. When the swallowing habit is per- 
verted, the jaws are not brought together by 
the masticatory muscles. Rather, the tongue 
is inserted forward and between the teeth, 
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creating an open bite. The facial muscles of 
expression contract and are strained. All the 
patients studied were bottle fed babies. In 
bottle feeding, to avoid a prolonged proce- 
dure, several large holes often are put into 
the nipple. The child, instead of sucking the 
milk from the bottle, is forced to prevent itself 
from choking from excess milk by placing its 
tongue forward with the nipple between it 
and the upper gum pad and lip. The per- 
verted swallowing thus has its origin during 
infancy because of the improper bottle feed- 
ing. 

Morton Heide 


THE DEVELOPMENT OF THE EDGEWISE 
ARCH MECHANISM AND ITS PLACE IN 
CONTEMPORARY ORTHODONTICS 


G. H. Terwilliger. Am. J. Orthodont. 37: 
670, September, 1951. 


A study of the background of orthodontic ap- 
pliances reveals that the trend during the latter 
part of the nineteenth century consisted largely 
of a search for an efficient means of attach- 
ment to teeth; the multiplicity of appliances 
of that day afforded, to varying and limited 
degrees, the means for aligning crowns, chiefly 
by tipping movements. Moving teeth bodily 
was shown to be desirable by the more difficult 
cases of malocclusion, but the ingenuity mani- 
fest in the earliest attempts in this direction 
was often exceeded by inherent impracticality. 
Without attempting to say definitely who first 
developed a method for the bodily movement 
of teeth, it may be safely said that in the pin 
and tube appliance of Edward H. Angle, 
reasonable simplicity met adequate control for 
the first time. 

After observing the results of treatment with 
the ribbon arch over a number of years, Angle 
sought to improve appliance mechanics still 
further by increasing the number of teeth un- 
der precise control by creating the edgewise 
wing bracket originally to be used in con- 
junction with the ribbon arch appliance. He 
soon became aware of the mechanical possi- 
bilities of these brackets, and he discarded the 
ribbon arch principle and inaugurated the use 
of this bracket, for entire assemblage. “The 
latest and the best,” as Angle called the edge- 
wise arch, provided a bracket slot which was 
entered from the buccal surface instead of the 
incisal, and made possible the control by brack- 
ets of all teeth which could be banded. 

William F. Ford 
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Deaths 


Austin, William Garnett, Chattanooga, Tenn. ; 
Atlanta-Southern Dental College, 1936; 
died December 19: aged 40. 

Bagley, Loren A., Red Bluff, Calif. ; College of 
Dentistry, University of California, 1909; 
died January 8. 

Baker, Norman H., Charleston, W. Va.; Den- 
tal Department, Baltimore Medical College, 
1909; died October 29; aged 65. 

Barton, Earle S., Houlton, Maine; Dental 
School, Tufts College, 1915; died Decem- 
ber 19; aged 60 

Bedford, Charles W., New York; New York 
Dental School, 1898; died January 21; aged 
80. 

Berry, Henry W., Chicago; Dental School, 
Northwestern University, 1919; died Jan- 
uary 26; aged 55. 

Biehler, Henry C., St. Louis; St. Louis Dental 
College, 1906; died December 14; aged 82. 

Binger, Albert M., Troy, Pa.; School of Den- 
tistry, University of Pittsburgh, 1911; died 
December 11. 

Bixby, Winfield L., Rutland, Vt.; Ohio Col- 
lege of Dental Surgery, University of Cin- 
cinnati, 1907; died December 25; aged 79 

Blondin, Arthur A., Manchester, N. H.; Bal- 
timore College of Dental Surgery, 1912; 
died January 7; aged 66. 

Bond, Francis E., Binghamton, N. Y.; Phila- 
delphia Dental College, 1901; died De- 
cember 11; aged 73. 

Brantley, W. Morel, Birmingham, Ala.; Bir- 
mingham Dental College, 1908; died De- 
cember 22; aged 61. 

Breining, Lowell B., Warrensville, Ohio; Bal- 
timore College of Dental Surgery; 1901; 
died March 19, 1951. 

Brosnan, John J., Wallingford, Conn.; School 
of Dentistry, University of Pennsylvania, 
1906; died November 9; aged 67. 

Burke, John J., Jefferson Barracks, Mo.; 
School of Dentistry, University of Pennsyl- 
vania, 1888; died December 21; aged 91. 

Caldwell, Ben B., Union, W. Va.; Ohio Col- 
lege of Dental Surgery, University of Cin- 
cinnati, 1922; died December 8; aged 53. 

Case, Charles M., Chicago; Dental School, 
Northwestern University, 1906; died Feb- 
ruary 7; aged 79. 

Cheney, Charles A., Fond du Lac, Wis.; Den- 
tal School, Northestern University, 1895; 
died February 9; aged 81. 

Conklin, Wilber R., Sterling, Colo.; Dental 
School, Northwestern University, 1906; 
died December 5; aged 67. 


Conover, Peter H., Harrodsburg, Ky.:; Louis- 
ville College of Dentistry of Centre College, 
1910; died November 8; aged 68. 

Corbin, William E., Brownwood, Texas; State 
Dental College, Dallas, 1917; died Decem- 
ber 10; aged 63. 

Coughlin, Edward T. A., Richland, Mich.; 
College of Dental Surgery, University of 
Michigan, 1949; died November 12; aged 
30. 

Crawford, Oscar B., Pottsville, Pa.; School of 
Dentistry, Temple University, 1892; died 
December 24; aged 83. 

Cutler, William A., Council Bluffs, lowa; Col- 
lege of Dentistry, University of Iowa, 1913; 
died December 27; aged 66. 

Davis, William P., Laurel, Miss.; Baltimore 
College of Dental Surgery, 1874; died May 
26; aged 80. 

Deutschman, Vernon T., Chicago; College of 
Dentistry, University of Illinois, 1940; died 
February 7; aged 36. 

Dolby, George H., New York; Dental School, 
Northwestern University, 1910; died Jan- 
uary 15. 

Donahoe, John D., Sioux Falls, S. D.; Chi- 
cago College of Dental Surgery, Loyola 
University, 1902; died November 2; aged 


59 


Eickholt, John L., Toledo, Ohio; Ohio Col- 
lege of Dental Surgery, University of Cin- 
cinnati, 1919; died December 15; aged 57. 

Elliott, Earle E., Rochester, N. Y.; School of 
Dentistry, University of Pennsylvania, 1903; 
died November 30; aged 75. 

Ferrell, Margaret, Camilla, Ga.; Atlanta- 
Southern Dental College, 1919; died Jan- 
uary 16. 

Ferren, Omer S., Toledo, Ohio; School of 
Dentistry, University of Pittsburgh, 1909; 
died December 22; aged 71. 

Fuller, Charles G., Buffalo; School of Den- 
tistry, University of Buffalo, 1919; died 
December 17; aged 63. 

Gilman, Harry F., Meredith, N. H.; Dental 
School, Tufts College, 1913; died August 
17; aged 59. 

Good, George A., Chicopee, Mass.; School of 
Dentistry, University of Louisville, 1919; 
died December 28: aged 66. 

Graham, Oliver J., Milford, Mich.; School 
of Dentistry, University of Denver, 1902; 
died December 17. 

Greif, Benjamin L., Brooklyn; College of 
Dentistry, New York University, 1905; died 
October 6. 
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Groebner, Alfred F., New Ulm, Minn. ; School 
of Dentistry, University of Pennsylvania, 
1915; died December 7; aged 59. 

Grove, Newell M., Wyoming, Ohio; Cincin- 
nati College of Dental Surgery, 1897; died 
November 14; aged 76. 

Harper, William C., Chandlerville, Ill.; Den- 
tal School, Northwestern University, 1914; 
died November 29; aged 67. 

Hess, Paul L., Clarksburg, W. Va.; Cincin- 
nati College of Dental Surgery, 1924; died 
June 29; aged 51. 

Hood, Sidney T., Chicago; College of Den- 
tistry, University of Illinois; 1914; died 
February 16. 

Huhner, John S., New Orleans; New Orleans 
College of Dentistry, -1907; died Novem- 
ber 27; aged 65. 

Inglis, Lester, Atlantic Highlands, N. J.; Col- 
lege of Dentistry, New York University, 
1908; died December 23. 

Jacobs, William T., Muskogee, Okla.; died 
October 21; aged 76. 

Jani, George M., Washington, D. C.; School 
of Dentistry, Georgetown University, 1930; 
died December 23. 

Johnson, Alvin F., St. Paul; College of Den- 
tistry, University of Minnesota, 1921; died 
December 21; aged 65. 

Johnson, Solomon E., Ocean Springs, Miss. ; 
Denta! Department, Meharry Medical Col- 
lege, Nashville, 1923; died April 3, 1951. 

Kent, Charles W., Dallas, Texas; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1910; died September 11. 

Kiernan, Thomas J., Bronx, N. Y.; College of 
Dentistry, New York University, 1922; died 
August 30. 

Knapp, Albert A., Jersey City; College of 
Dentistry, New York University, 1919; died 
January 18; aged 56. 

Knapp, Victor H., Evansville, Ind.; Ohio 
College of Dental Surgery, University of 
Cincinnati, 1901; died December 16. 

Knox, John W., Camp Lejeune, N. C.; Den- 
tal School, Northwestern University, 1947; 
died January 1; aged 31. 

Labby, Harry A., Portland, Ore.; School of 
Dentistry, North Pacific College of Oregon, 
1914; died March 27, 1951; aged 60. 

Land, William H., Pasadena, Calif.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1900; died December 4; aged 75. 

Levien, Leon I., New York; New York Col- 
lege of Dentistry, 1897; died June 23; aged 
78. 

Loughney, John J., Kearney, N. J.; Depart- 

ment of Dentistry, Medico-Chirurgical Col- 

lege of Philadelphia, 1916; died Novem- 

ber 28. 
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Sondergaard, Einar P., Austin, Minn.; Col- 
lege of Dentistry, Creighton University, 
1926; died December 18; aged 53. 

Spickard, Raymond S., Miami, Fla. ; Ohio Col- 
lege of Dental Surgery, University of Cin- 
cinnati, 1913; died January 4; aged 60. 

Sproul, Bert C., Chicora, Pa.; School of Den- 
tistry, University of Pittsburgh, 1918; died 
December 12. 

Stallings, Edward A., Terrell, Texas; Balti- 
more College of Dental Surgery, University 
of Maryland, 1896; died August 8. ° 

Stewart, Moses E., Clinton, Ill.; Dental School, 
Northwestern University, 1903; died No- 
vember 3; aged 73. 

Sunderland, Jett H., Jerseyville, Ill.; School 
of Dentistry, Washington University, St. 
Louis, 1907; died November 22; aged 67. 

Trostel, Henry E., York, Pa.; Dental School, 
University of Pennsylvania, 1900; died May 
31; aged 76. 

Vance, Donald M., Huron, S. D.; College of 
Dentistry, Creighton University, 1926; died 
December 23; aged 57. 

Weaver, Clarence K., Clay Center, Kan.; 
Dental School, Northwestern University, 
1905; died January 20; aged 71. 

Weinrib, Samuel, New York; College of Den- 
tistry, New York University, 1913; died 
July 30; aged 62. 

Wesner, Charles M., Chicago; Chicago Col- 
lege of Dental Surgery, Loyola University, 
1894; died November 15; aged 86. 

Whittier, Stanley S., Fairhope, Ala.; College 
of Dentistry, University of Illinois, 1929; 
died February 7; aged 52. 

Whittle, Clarence P., Weymouth, Mass. ; Den- 
tal School, Tufts College, 1892; died De- 
cember 17; aged 86. 

Wilkins, Frank R., Forest City, N. C.; Louis- 
ville College of Dentistry of Centre College, 
1916; died December 19. 

Williams, Russell F., New Wilmington, Pa.; 
School of Dentistry, University of Pitts- 
burgh, 1932; died December 24; aged 44. 

Williamson, Burt C., Montgomery, Ala.; At- 
lanta-Southern Dental College, 1907; died 
December 28; aged 71. 

Wilson, James F., Indianapolis; Baltimore 
College of Dental Surgery, 1897; died No- 
vember 30. 

Wineburgh, Samuel, Chicago; Dental School, 
Northwestern University, 1918; died Feb- 
ruary 13; aged 55. 

Yngve, Samuel, Minneapolis; College of Den- 
tistry, University of Minnesota, 1915; died 
December 8; aged 64. 

York, Guy E., Walla Walla, Wash.; School of 
Dentistry, North Pacific College of Oregon, 
1913; died November 28; aged 70. 
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Directory 


OFFICERS 


LeRoy M. Ennis, President. 4001 Spruce St., Philadelphia 
Otto W. Brandhorst, Pre 4952 Maryland Ave., St. Louis 
David J. Fitzgibbon, First Vice-President.............. 601 19th St., N.W., Washington, D.C. 
Perley M. Cunningham, Second Vice-President............510 Hynds Bldg., Cheyenne, Wyo. 
Oscar P. Snyder, Third Vice-President. ..Walter Reed Army Medical Center, Washington, D.C. 


Ernest G. Sloman, Speaker, House of Delegates............... 344 14th Street, San Francisco 
C. Willard Camalier, Assistant Secretary. ............. 1726 Eye St., N.W., Washington, D.C. 
Louis M. Cruttenden, Assistant Secretary... .........2-0000002 222 E. Superior St., Chicago 


BOARD OF TRUSTEES 


William R. Alstadt, 1954, Twelfth District................610 Boyle Bldg., Little Rock, Ark. 
Bernerd C. Kingsbury, 1954, Thirteenth District...............--490 Post St., San Francisco 
Percy T. Phillips, 1954, Second Districts... 0.2... ccaeeswnccessces 18 E. 48th St., New York 
Clarence S. Renouard, 1954, Eleventh District.............. 304 Phoenix Bldg., Butte, Mont. 
L. H. Jacal, 3953, . .Jefferson Bldg., Peoria, Til. 
James E. John, 1953, Fifth District............. “Medical Arts Bldg., Roanoke, Va. 
Daniel F. Lynch, 1953, Fourth District....... 1678 Suiits Road, N.W., Washington, D.C. 
Obed H. Moen, 1953, Ninth District. ... Watertown, Wis. 
Charles I. Taggart, 1952, First District.......................139 Bank St., Burlington, Vt. 
Robert P. Thomas, 1952, Sixth District. ........ .ccccccccecses Francis Bldg., Louisville, Ky. 


BUREAUS 


Economic Research and Statistics: B. D. Moen, Director, 222 E. Superior St., Chicago 
Library and Indexing Service: Donald A. Washburn, Director, 222 E. Superior St., Chicago 


Public Information: Herbert B. Bain, Director, 222 E. Superior St., Chicago 


COUNCILS 

Constitution and Bylaws: Max E. Ernst, Chm., Lowry Medical Arts Bldg., St. Paul 

Dental Education: E. R. Westcott, Chm., The Mayfair, Albany and ‘Atlantic Aves., 
Atlantic City, N.J. 

Shailer Peterson, Secy., 222 E. Superior St., Chicago 
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Dental Health: David W. Brock, Chm., 6026 Enright Ave., St. Louis 12 
Allen O. Gruebbel, Secy., 222 E. Superior St., Chicago 
Dental Museum and Registry: Henry A. Swanson, Chm., 1726 Eye St., N.W., Washington, D.C. 
Dental Research: J. L. T. Appleton, Chm., 4001 Spruce St., Philadelphia 
Dental Therapeutics: Thomas J. Hill, Chm., 2085 Adelbert Road, Cleveland 
J. Roy Doty, Secy., 222 E. Superior St., Chicago 
Dental Trade and Laboratory Relations: F. W. Herbine, Chm., 230 N. Fifth St., Reading, Pa. 
Federal Dental Services: R. H. Friedrich, Chm., 960 Park Ave., Plainfield, N.J. 
Hospital Dental Service: Frank B. Hower, Chm., 814 Heyburn Bldg., Louisville, Ky. 
Insurance: Paul W. Zillmann, Chm., 29 Walden Ave., Buffalo 
International Relations: D. J. Aubertine, Chm., 760 Market St., San Francisco 
Journalism: Charles A. Wilkie, Chm., 1 Hanson Place, Brooklyn 
Judicial Council: H. B. McCarthy, Chm., 5821 Bellona Ave., Baltimore 
Legislation: E. Harold Gale, Chm., 142 Washington Ave., Albany, N.Y. 
Francis J. Garvey, Secy., 222 E. Superior St., Chicago 


Membership: H. C. Jarvis, Chm., Mercantile Library Bldg., Cincinnati 


National Board of Dental Examiners: Robert J. Wells, Chm., 1525 E. 53rd St., Chicago 
Shailer Peterson, Secy., 222 E. Superior St., Chicago 


Relief: Leo W. Kremer, Chm., 55 E. Washington St., Chicago 
Scientific Session: William A. Garrett, Chm., Candler Bldg., Atlanta, Ga. 


SECTION CHAIRMEN 


Operative Dentistry: Morton H. Mortonson, Jr., 735 N. Water St., Milwaukee 

Oral Surgery and Anesthesia: H. Newman Brownson, 7046 Hollywood Blvd., Hollywood, Calif. 

Orthodontics and Oral Development: William R. Joule, 549 High St., Newark, N.J. 

Pedodontics: William A. Jordan, Minnesota Dept. of Health, University Campus, Minneapolis 

Periodontics: Walter Leabo, 706 Medical Arts Bldg., Shreveport, La. 

Practice Management: Charles H. Kendall, 2866 N. Oakland Ave., Milwaukee 

Prosthodontics, Full Dentures: Theodore A. Bodine, 904 Akron Savings and Loan Bldg., 
Akron, Ohio 

Prosthodontics, Partial Dentures: Alfred C. Young, 121 University Place, Pittsburgh 

Public Health Dentistry: Bruce D. Forsyth, USPHS, Fourth and D Sts., S.W., Washington, D.C. 

Research: John W. Knutson, USPHS, Federal Security Building South, Washington, D.C. 

Roentgenology: William J. Updegrave, 230 W. Duncannon Ave., Philadelphia 


THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 
222 East Superior Street, Chicago 11, Illinois 
WHitehall 4-6730 


Lon W. Morrey, Editor Joun J. Hottister, Business Manager 


All expressions of opinions and all statements of supposed facts are published on the authority 
of the writer over whose signature they appear, and are not to be regarded as expressing the 
views of the American Dental Association, unless such statements or opinions have been 
adopted by the Association. Articles are accepted with the understanding that they have not 
been published previously and that they are submitted solely to THE JOURNAL. Advertising copy 
must conform to the official standards established by the American Dental Association. Notice of 
change of address should be received one month before the change is to be effective. Orders for 
reprints of JOURNAL articles must be received by the Business Manager's office not later than the 
15th of the month of issue in order to secure advantage of the lowest possible prices. Orders 
received after this date are subject to special quotation. 
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Announcements 


MEETINGS OF THE AMERICAN DENTAL ASSOCIATION 


Ninety-Third Annual Session Sept. 8-11, 1952 St. Louis 
Ninety-Fourth Annual Session Sept. 28-Oct. 1, 1953 Cleveland 
Ninety-Fifth Annual Session Nov. 8-11, 1954 Miami 


MEETINGS OF STATE SOCIETIES 
State Date Place Secretary Addres 


Alabama Apr. 14, 15 Birmingham G. W. Matthews 1922 Tenth Ave., S., 
Birmingham 5 
Alaska July 14-17 Anchorage . A. Smithson Box 1293, Anchorage 
Arizona Apr. 24- Phoenix =. M. Scott 17 E. Welden Ave.. 
Phoenix 
Arkansas Apr. 6- Little Rock . M. Hamm White Bldg., Clarksville 
California Apr. 21-2 San Francisco L. R. Ludwigsen 450 Sutter St., 
San Francisco 
S. California May 5- Los Angeles >. A. Moss 1401 S. Hope St., 
Los Angeles 
Colorado (Oct. 5- Colorado Springs . A. Downs 1422 Grant St., 
Denver 
Connecticut May 21-2. Bridgeport =. S. Arnold 37 Linnard Rd., 
W. Hartford 
Delaware Jan. i4, 1953 Wilmington J. J. Ficca 2130 Lancaster Ave., 
Wilmington 
District of Columbia <. H. Wood 202-1835 Eye St., N. W. 
Washington 
Florida Apr. Jacksonville T. A. Price 808 Congress Bldg., 
Miami 
Georgia Nov. Savannah J. M. Heard, Jr. 803 Persons Bldg., Macon 
Hawaii june 11-14 Honolulu J. H. Dawe 810 N. Vineyard St., 
Honolulu 17 
Idaho June 30-July 2 Sun Valley *. E. Carpenter 123 Main Ave., W., 
Twin Falls 
IMinois May 19- Springfield . W. Clopper 623 Jefferson Bldg., Peoria 2 
Indiana May 12- Indianapolis 2. E. Ewbank Kingman 
lowa May: Des Moines . L. Wilson 639 Insurance Exchange 
Bldg., Des Moines 
Kansas May Topeka *, A. Richmond 861 Brotherhood Bldg., 
Kansas City 
Kentucky Mar. 31-Apr. 2 Louisville B. Coxwell 1976 Douglas Blvd., 
Louisville 
Louisiana Apr. 17-19 Shreveport J. S. Bernhard 2515 Line Ave., 
Shreveport 
Maine June Rockland S. Gower Skowhegan 
Maryland May 4-7 Baltimore 2. L. Pessagno, Jr 415 Medical Arts Bldg., 
Baltimore 1 
Massachusetts May 4-7 Boston . E. Tingley 12 Bay State Road, Boston 
Michigan Apr. 21-2 Detroit *. Wertheimer Michigan Dept. of Health, 
Lansing 
Minnesota Keb , Minneapolis >. V. E. Cassel 242 Lowry Medical 
Arts Bldg., St. Paul 
Mississippi Jun 2 Biloxi . M. Campbell 102 Professional Bldg., Tupelo 
Missouri . R. Rhoades 201 Merchants Bank Bldg., 
Jefferson City 
Montana \May ! Butte . S. Renouard 304 Phoenix Bldg., Butte 
Nebraska \ay 12- Omaha *, A. Pierson 1112 Federal Securities 
Bidg., Lincoln 
Nevada June Reno . La Fond Medical Dental Bldg., Reno 
New Hampshire June Bretton Woods *. E. Williams 814 Elm St., Manchester 
ew Jersey Apr. 23,2 Atlantic City . G. Carr 407 Cooper St., Camden 
New Mexico Apr. Roswell J. S. Eilar Suite 7, Medical Arts Square, 
Albuquerque 
New York \ay Syracuse . A. Wilkie 1 Hanson Place, Brooklyn 
North Carolina \ay Pinehurst . N. Walker Liberty Life Bldg., 
Charlotte 
North Dakota May 15- Minot J. H. Lunday 302 Black Bidg., Fargo 
Ohio 2. G. Jones 185 E. State St., Columbus 
Oklahoma Apr. 20-2 Oklahoma City . C. Calkin 4 W. Oklahoma, 
Guthrie 
Oregon H. C. Fixott. Jr. 308 Selling Bldg., Portland 
Panama Canal Zone Dex *. D. Buckley Box 293, Rodman 
Pennsylvania May Reading M. D. Zimmerman 217 State St., Harrisburg 
Puerto Rico Jan. A. Guifiones San German 
Rhode Island E. L. Bessette 1745 Broad St., Cranston 5 
South Carolina Greenville J. R. Owings 7 Medical Court, Greenvill 
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State 


South Dakota 
Tennessee 
Texas 


Utah 


Vermont 
Virginia 


Washington 


West Virginia 


Wisconsin 
Wyoming 


State 


Date 
May 18-20 
May 5-7 

Apr. 28-May 1 
June 11-14 


May 
Apr. 28-30 
May 15-17 
July 14-16 


Apr. 14-17 


Date 


ANNOUNCEMENTS. . 


Place 


Mitchell 
Memphis 
Fort Worth 


Zion National 
Par 
Woodstock 
Virginia Beach 
Seattle 

White Sulphur 
Springs 


Milwaukee 
Casper 


Place 


Secretary 


E. W. Elmen 
W. L. McCulley 
W. Ogle 


E. O. Thompson 
W. J. Reardon 


J. E. John 
C. R. Flood 
A. B. Drake 
R. A. Mason 
T. J. Drew 
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Address 


Sioux Falls 
Brown Bldg., Cleveland 
3607 Ave., Medical 
Bldg., Dallas 
915 Medical Arts Bldg., 
Salt Lake City 
Rutland 
804 Arts Blidg., 
Roan 
230 "Medical- Dental Bldg., 
Seattle 
508 West Virginia Bldg., 
1 

64 N. 27th St.. Milwaukee 
Capitol Bldg., 
Cheyenne 


Secretary 


Alabama 

Alaska 

Arizona 

Arkansas 

California 

Colorado 
Connecticut 
Delaware 

District of Columbia 


Florida 
Georgia 
Hawaii 


idaho 
Iinois 
Indiana 
lowa 
Kansas 
Kentucky 


Louisiana 
Maine 
Maryland 


Massachusetts 


Michigan 


Minnesota 


Mississippi 


Missouri 


Montana 
Nebraska 


Nevada 
New Hampshire 
New Jersey 


New Mexico 
New York 
North Carolina 


North Dakota 
Ohio 


Oklahoma 
Oregon 


Pennsylvania 


Puerto Rico 
Rhode Isiand 
South Carolina 
South Dakota 
Tennessee 


Texas 


Utah 


June 16 
July 7-11 
Aug. 11-16 
June 23-26 


23-27 


16-21* 
16-18* 


June 
June 
June 


July 7-12 


June 


June 1 
May 19-23 
June 2- 
June 2 


June 
June 


June 23 
June 25- 
June 8- 


June 17-19* 
June 
June 11-14 


June 3-7 


June 2 
June 2 
June 4- 
June 1 
June 2 


July 7-11 
June 23-27 


June 


June 
June 
June 2 


June 2 
June 2 
June 9 


June 1 
Apr. 26 
June 2 


Birmingham 
Anchorage 
Florence 


Denver 
Bridgeport 
Wilmington 


Jacksonville 


Boise 
Indianapolis 
lowa City 


Kansas City, 
Louisville 


Boston 
Baltimore 
Boston 


Ann Arbor 


Jackson 


St. Louis 
Kansas City 


Lincoln 


Philadelphia 
Trenton 
New York 
Santa Fe 


Fargo 
Columbus 


Philadelphia 
Philadelphia and 


Pittsburgh 
Santurce 


Memphis 
Dallas 


Salt Lake City 


Mo. 


Address 


M. D. Edwards 
J. H. Geyer 

R. K. Trueblood 
H. O. Weatherly 
K. IL. Nesbitt 

C. K. Phillips 

C. G. Brooks 

P. K. Musselman 
W. M. Falls 


A. W. Kellner 
S. H. Yarbrough 
H. L. Houvener 


W. K. Adams 
W. A. McKee 
C. A. Frech 

H. M. Willits 

G. L. Teall 

R. I. Todd 

A. R. deNux 

R. A. Derbyshire 
H. Levin 

J. C. Wilson 

j. a. 
F. A. Larson 
J. C. Boswell 


R. R. Rhoades 


Champagne 


Vv. J; Quinn 
H. E. Weber 


G. C. Steinmiller 
D. J. Freese 
W. A. Wilson 


J. Clarke, Sr. 
>. W. Beier 
F. O. Alford 


A. B. Crabtree 
H. B. Smith 
. B. Cole, Jr. 
L. Utter 


R. E. V. Miller 


C. Coll 

M. Hackett 
C. Sparks 
A. Stormo 
S. Maxey 


T. Weber 
F. E. 


Lees 


132 Adams Ave., Montgomery 
P. O. Box 915, Juneau 

25 N. Second Ave., Glendale 
205 Halter Bidg., Conway 

507 Polk St., San Francisco 2 
724 Republic Bidg., Denver 2 
302 State St., New London 
143 W. Main St., Newark 
1801 Eye St., N. W., 
Washington 6 

P. O. Box 155, Hollywood 
Medical Arts Bidg., Columbus 
427 Dillingham Bldg., 
Honolulu 

718 Arthur St., Caldweli 

503 Wood" Bidg.. Benton 

504 Broadway, Gary 

719 Roshek Bidg., Dubuque 
Box 71, Hiawatha 

Western Union Bldg., 
Richmond 

Mark3ville 

Box 387, Skowhegan 

3429 Park Heights Ave., 
Baltimore 15 

State House, Boston 33 


3714 W. McNichols Road, 
Detroit 21 

1632 Washington St. N. E. 
Minneapolis 

508 Lamar Life Bldg., 
Jackson 

Central Trust Bldg., 

Jefferson City 

Box 865, Helena 

1210 Federal Securities Bldg., 
Lincoln 

Masonic Temple, 
4 Wall St., 
150 E. 


Reno 
Concord 
State St., Trenton 8 


Artesia 

23 S. Pearl St., Albany 7 
1109 Liberty Life Bldg., 
Charlotte 2 

Ellendale 

322 E. State St., Columbus 
706 Asp, Norman 

506 Pioneer Trust Bldg., 
Salem 

Northampton National 
Bank Bidg., Easton 


Box 3717, Santurce 
267 Academy Ave., Providence 
1315 Pickens St., Columbia 


Lea 

804 Bennie Dillon Bldg., 

Nashville 3 

312 Capital National Bank 
Bldg., Austin 

324 State Capitol Bldg., 

Salt Lake City 
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URNAL OF THE AMERICAN DENTAL ASSOCIATION 


State 


Date Address 


Place Secretary 


Vermont June 25-25 Montpelier . Reid Windsor 
Virginia Hi ot Hughes 715 Medical Arts Bldg., 
Richmond 19 
Washington June 16-20 J. B. Kiefer, Jr. 510 Cobb Bldg.. Seattle 
West Virginia June 23-25 West Liberty . A. Laughlin 613 Prunty Bldg., Clarksburg 
Wisconsin June 16-20* Milwaukee Donovan Tomah 
Wyoming June 23-25 Casper W. A. Hocker 2120 & S Bldg., Casper 


*Dentistry and dental hygiene. ttDental hygiene clinical examinations 
**Denta! clinical examinations. {Dental examinations. 

tDenta! and dental hygiene written examinations ttHygienists’ examinations 

§Dental written examinations. 


MEETINGS OF OTHER ORGANIZATIONS 


Name Date Place Secy. or Chm Addre 


May 29-31 Montreal, W. M. Greenhut 124 E. 84th St 
Canada Secy. New York 28 


American Academy of 
Dental Medicine 


American Association 
of Denta! Examiners Secy. Lincoln, 


Sept. 5, 6 St. Louis C. A. Bumstead 924 Stuart Bldg. 
Neb. 


American Association Apr. 22-24 Cincinnati E. R. Aston 1400 N. Cameron St 
of Industria| Dentists Secy. Harrisburg, Pa. 


Apr. 21-24 St. Louis . R. Moore 919 Oakland Ave., 
Mich 


American Association 
of Orthodontists Secy. Ann Arbor, 


American Board of Sept. St. Louis P. E. Blackerby, Jr. 250 Champion St., 
Dental Public Health Secy. Battle Creek, Mich. 


American Board Apr. 16-20 St. Louis E. Martinek 661 Fisher Bldg., 
of Orthodontics Secy. Detroit 2 


American Board Aug. 4-7 San Francisco R. L. Ireland College of Dentistry 
of Pedodontics Secy. University of Nebraska 
Lincoln, Neb. 


M. 


Exec. 


American Dental July 15-18 London F. D. Derrick 140 Park Lane, 
Society of Europe England Secy. London W. 1, England 


. Martin 
Secy. 


410 First National Bank 
Bidg., La Porte. Ind 


American Dental Sept. 8-11 St. Louis 
Assistants Association 


American Denture Sept. 5, 6 St. Louis A. L. Roberts Aurora National Bank Bldg 
Society Secy. Aurora, Ill 


American Public (Oct. 20-24 Cleveland R. M. Atwater 1790 Broadway, 
Health Association Exec. Secy. New York 19 


American Society (ct. 8-11 New Orleans R. F. Whalen 1112 E. Clay St., 
of Oral Surgeons Exec. Secy. Richmond, Va. 


Canadian Dental Asso- June 15-18 Vancouver, C. M. Whitworth Joint. Convention Committee, 
ciation and British Ee Secy. Canadian Dental Association 

Columbia Dental Asso- Canada 218 Medical-Dental Bldg., 

ciation, Golden Jubilee Vancouver, B. C., Canada 


Eleventh International July London, H. Leatherman 35 Devonshire Place, 
ntal Congress England at Secy. London W. 1, England 


lowa Conference in Mar. : lowa City J. G. Whinery State University of lowa 
al Surgery Chm. Hospitals, lowa City 


National Board 
of Dental Examiners 


Apr. 7, S. Peterson 222 E. Superior St. 
Dec. 1, Secy. Chicago 11 


New Orleans Dental Nov. 9-12 New Orleans M. R. Matta 629 Maison Blanche Bldg., 
nference Secy. New Orleans 


Northwest Conference Apr. 13-17 Hood River, P. L. Meacham 426 Medical Arts Bldg., 
in Dental Medicine Ore. Secy. Portland, Ore. 


Otgutetagtens Society of Nov. 11-13 Pittsburgh W. E. Craig 206 Jenkins Bidg., 
Western Pennsylvania Secy. Pittsburgh 22 


h 


n y Apr. 11, 12 Hollywood, G. W. Matthews 1922 Tenth Ave., S. 
of Oral Surgeons Fla. Editor Birmingham, Ala. 


Southern Society Au. 10-13 Asheville, F. P. Bowyer 608 Medical Arts Bldg. 
of Orthodontists N.C. Secy Knoxville, Tenn. 
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INTERESTED IN A DENTAL HEALTH : 
PROJECT FOR YOUR COMMUNITY? F 


The new booklet, “The Maintown dental health project’’ ] 
is an excellent manual for the development of a community q 
dental health project. It tells in a few words how to evaluate 
the dental resources and needs of a community; how to set 
up a program and enlist the cooperation of civic agencies. 

What Maintown, a fictional community, has done about - 
its dental health problem serves as a practical guide to 
setting up a project anywhere. You'll find the “Maintown 
dental health project” the answer to your need for authori- 
tative guidance in this important field. A free, sample copy 
will be sent on request. 


use this order blank 
Order Department, AMERICAN DENTAL ASSOCIATION 

222 East Superior Street, Chicago 11, Illinois 


Check the order you wish to place for MAINTOWN DENTAL 
HEALTH PROJECT booklets: 


25 Copies. $ 5.95 
[] 100 Copies........... $17.75 
Please send remittance with order. 
name please 


type 


or 


address 


city zone state print 
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GOLDEN 


PER WEEK! 
USE THEM PROFITABLY! 


Yes, 33 hours a week for 46 weeks a 
year is all a dentist can do at the chair 
without a loss of efficiency, states a 
British report. 


Just 33 golden hours of productive 
time to do all the income-producing 
work you are going to do in a week 
without tension — nervous strain! 


Make the most of these golden hours 
and avoid night-after-night work and 
those skipped vacations. Learn how 
PBP practice management gives you 
more efficiency, more production and 


more income—yet you do the kind of 
work you have always wanted to do. 


PROFESSIONAL BUDGET PLAN 
303 E. Wilson Street, Madison 3, Wisconsin 
Please send me the brochure, 


Destination: SUCCESS in Your Dental Practice 


Street 


\ 
| 
Gxt 
PBP s large: dynamic. factual 4 
CESS i" your Dental practice 
— takes you. step bY step. 
through an explanation of \ 
PpBP can help you get: \ 
(1) more efficiency: more 
production: (3) more income. youn 
(4) more good will. (5? more 
Jeisure send for your FREE — : 
copy of the prochure TODAY ‘ 
See how you get MORE out 
of your 33 golden hours with | 
; PBP in your practice! ~ 
z ia 
puoGel pLan | 
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a dental x-ray unit 
you'll never wear out 


According to our records we have no report of 
a CDX ever wearing out. High praise, but 
there’s more to the story: From the first CDX 
to the current model, the principle of complete 
oil immersion has been employed. This means a 
smaller head size for easy maneuverability and 
more efficient cooling for longer life. There's 
100% electrical protection, too, plus top per- 
formance—top styling. Consider all of this when 
buying a dental x-ray unit. Ask your dealer for 
details or write X-Ray Dept., General Electric 
Company, Milwaukee 14, Wis., Room JJ-4. 


GENERAL ELECTRIC 
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| 
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tft | 


For A More Productive Practice 
OPERATIVE DENTISTRY 


by three outstanding clinician-authors 


INSKIPP 


McGEHEE TRUE 


NEW 3rd EDITION—SHOWS YOU 
WHAT TO DO—HOW TO DO IT—WHEN TO DO IT! 


HERE IN ONE BOOK is the combined clinical ex- 
perience of three recognized authorities. There is 
no padding, no academic “theorizing,” no fancy 
frills. Instead, here is direct, detailed informa- 
tion that is up-to-the-minute . . . information 
that solves specific problems . . . information 
specifically chosen to help you conduct your prac- 
tice more productively. 


You'll appreciate the practical sections on the lat- 
est accepted treatment procedures—how to use 
restorative materials including acrylic resins and 
self-curing plastics, with their indications, con- 
traindications and limitations—how to treat spe- 
cial types of patients—when to use the direct, 
indirect or direct-indirect inlay method—how to 
use diamond-cutting instruments and the nonin- 
terfering separator. 


THE ABUNDANT USE of excellent photographs and 
illustrations gives you a clear, detailed picture of 
virtually every phase of examination, diagnosis 
and prevention. The unusually complete index 
permits you to turn almost immediately to the 
exact page you need to solve your particular 
problem. Without a doubt, you will find this 
your most used—and most useful book on your 
reference shelf. 


479 illustrations 
699 pages 


Check enclosed. 


Address___ 
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THE BLAKISTON COMPANY 
1012 Walnut Street 
Philadelphia 5, Pa. 


Please send me the new 3rd edition of MeGehee, True and 
Inskipp’s “Operative Dentistry’ at $10.00. 


You will credit my account in full if I return it within 10 days. 


EXTRA VALUABLE 
INFORMATION ON: 


1 Modern concepts and new 
methods of using gold foil 
and gold inlay restorations. 


2 The use of the rubber dam 
in maintaining dryness—a 
“must” when using the air- 
brasive technic. 


3 Classical cavity prepara- 
tions, with changes justi- 
fied by recent clinical 
experience. 


4 Diseases of the dental pulp. 


5 How you can get more help 
from your dental assistant 
in chairside assisting. Ex- 
plains her role in prepara- 
tion of instruments, set-ups 
for operations, handling in- 
struments and materials for 
gold foil, amalgam, inlay, 
surgery, etc. 


6 The proper care of instru- 
ments and appliances. 


7 Systematic arrangement of 
instruments, cleansing and 
sterilization, methods of 
sharpening, etc. 


8 Correct chair and operat- 
ing positions, office arrange- 
ment, personal health meas- 
ures, aseptic procedures, etc. 


. . . Use This Handy Coupon 
Bis Order Your Copy Today! 


105 Bond Street 
Toronto 2, Canada 


(Charge my account. 


J.A.D.A. 4-52 
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HCI 50 mg 


tablets 


iid Company. 


Sederle 


Ideal for use in a freshly prepared solution for topical application; 
or, as a mouth rinse or throat gargle; dentists are increasingly using these tablets 
also for herpetic stomatitis, and allied infections of the oral cavity. Aureomycin 


Soluble Tablets are especially useful as adjuvants to oral surgery. 


Aureomycin has shown its effectiveness in A booklet written for dentists, ““Aureomycin 
the commonly encountered infections of the . for Infections of the Oral Cavity.” is avail- 
mouth and throat, and in combating peri- able on request. 
apical infection. The broad antibacterial Dental Cones: Tubes of 12 cones. 
spectrum of aureomycin makes it the anti- 5 Gm. 
biotic of choice for infections where the Soluble Teblete: plate esi 40 ond bottles 
etiology has not been conclusively determined. of 100. 

8. Pat. oF 


are available through 


| 
Aureom dental products AUREOMYCIN | 
LEDERLE LABORATORIES DIVISION 


pharmacists. 


? 
american G yanamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 
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SMILE 


e@ A new dental health education 
booklet. 

e Designed for supplementary 
classroom reading in the upper 
grades. Also suitable for the 
dental office reception room. 

@ Illustrated in four colors. Size 
about 7 by 9 inches. 36 pages. 


~ 


Sample Copy on Request 


Order Department 
AMERICAN DENTAL ASSOCIATION 
222 E. Superior Street 
Chicago 11, Illinois 
Please ship me copies of Everybody 


Smile at $ _____. Remittance is enclosed. 


(Please Type or Print) 


Street 
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THE BRUSH 
SO MANY 
DENTISTS 
RECOMMEND 


eeees 


Safe interproximal massage! 
The two adult sizes of PRO 
havespecially designed 
rubber tip at end of handle, 
for gum stimulation. This tip 
is readily removable for 
cases where its use is not 
indicated. 


Safe, softer, gentler bristle! 
Your patients can really 
brush their teeth without 
scratching or irritating gums! 


Safe, deeper cleaning! 

Finer bristles reach even tiny 
cracks. Afford more efficient 
polishing action, too. Pro- 
phy-lac-tic Brush Co. Division 
of The Lambert Company, 
Florence, Mass. 


PRO'"’59., 


Regular — Medium — Child’s (PRO “29") Sizes 
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CLASSIFIED 
ADVERTISING 


Forms close on 25th 
f second month preceding month cf issue 


Remittance Must Accompany 
Classified Ads. 


PRACTICES AND OFFICES FOR SALE 


BRITISH 


WEST INDIES—Dental practice, 

ideally located, house and office on same 
premises. Modern Ritter equipment, X-ray, 
two chairs, compressor, fully equipped. Ad- 
dress to Brigade House, Garrison, Barbados, 
B. W. I. 


CALIFORNIA—Excellent opportunity for 

recent graduate. Well established dental 
practice in central California, prosperous oil 
community. Two chair, completely equipped, 
X-ray and reception room furniture. Owner 
recalled to active duty. Address A.D.A. Box 


No. 


Dental office in central Illinois 

city of 40,000. Excellent location; for sale 
with or without equipment. Address A.D.A. 
30x No. 17. 


ILLINOIS 


ILLINOIS—Office and 
Illinois town: pop. 
35,000. Established 8 years. 
tent $45 ».00 per month. Owner 
Reply Box 48, D.A. 


practice in central 
22,000; trading area 
Fully equipped 
leaving state 


MICHIGAN—Dental practice, established 
over twenty-five years. Modern Ritter 
equipment. Gross about $20,000.00 yearly. 
Excellent hunting and fishing. Present 


A. Box No. 33 


owner retiring. Address A.D. 


MEXICO—Modern, two-chair Ritter 
office. Two operating rooms, 
laboratory, reception room, on ground floor; 
low rent. Town of 5,000. Excellent climate, 
fishing and hunting. Will sell location, lease 


NEW 
equipped 


and equipment, all or in part. Owner has 
other interests. Address A.D.A. Box No. 19. 


NEW YORK—Fully equipped Ritter dental 
office and oes active practice in East 
Central New York State. Three operating 


rooms with extra chair for impressions and 
treatments; X-ray, nitreous oxide machine 
and aspirator. Only dentist in village sur- 
rounded by beautiful, highly productive 
area. Excellent opportunity for a sincere, 
ambitious man. Reason for selling: moving 


out of the state. Five room apartment in- 
eluded. Direct replies to: Dr. J. W. Arthur, 
Middleburgh, New York. 


Advertisements cost $3.50 not exceeding 30 


words, additiona Commercial 
agency advertisements 
words 


determine 


words !0c each 
$3.50 for 20 words, ad- 
each. Publisher reserves the 


ditional 


right to classification. An extra fee 


of 25c is charaed advertisers who have answers 
sent care of A.D.A. and in such cases we do 
not furnish name or address to inaquirers. This 


rate applies for each insertion. 


OHIO—Established dental practice. Two 

operating chairs, ground floor bungalow 
type, office. Beautiful living quarters at- 
tached. Second floor is complete four room 
unit, may be rented. Located on corner of 
main thoroughfare of suburban Cincinnati. 


Practice grosses well above $20,000.00. Will 
sell building, office and practice on very 
easy terms. $5,000.00 down, balance as rent 
Address A.D.A tox No. 34 


PENNSYLVANIA—Well established dental 

practice with fine clientele from large 
area surrounding Lewistown, Pennsylvania. 
Two chair office, fully equipped, and labora- 


tory. Office available for rental. Substantial 
part of practice orthodontia. For details 
write Harrisburg Trust Company, Executor 


William 8. 
ond Street, 
Harry L. Siegel, 
sylvania 


Taylor, Deceased, 16 South Sec- 
farrisburg, Pennsylvania, or 
Attorney, Lewistown, Penn 


e 
SOUTH DAKOTA—Good opportunity for 
dentist. Take over practice of one de- 
ceased, in rich agricultural area; good ter- 


adjoining, one 
Albert Guse, 


ritory. Office with home 
old. Direct replies to Mrs. 
ant, South Dakota 


year 
Bry- 


WASHINGTON—Long 
well furnished and equipped, 
located professional building, 


established practice, 
in centrally 
$1800 yearly. 


Also 9-room home, automatic oil heat, 
household electric appliances, partly fur- 
nished, private beach on Puget Sound, $14,- 


500. Address A.D.A. Box No. 35. 


WISCONSIN—Modern two chair office for 
sale, reasonable. One of Wisconsin's 
larger cities. Complete laboratory, dark- 


room, waiting-room. Outlying business dis- 
trict. Excellent opportunity for recent grad- 
uate. Address A.D jox No. 36 
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MICHIGAN 


WISCONSIN-—Ideal location for professional 

man who likes hunting and fishing and 
who wishes to practice part time only. 
Combination home and office; also have 
about 250 breeder minks. Will sell with or 
without furniture or with or without the 
minks. We have 35 lakes within 10 miles. 
This location is in Northern Wisconsin. 
Address A.D.A. Box No. 37.: 


LOCATIONS AVAILABLE 


COLORADO—lIdeal location for dentist's 
office with apartment above. City of 5,000, 

having no dentist. Direct replies io Monroe 

Campbell, Manitou Springs, Colorado 


PENNSYLVANIA—Three room dental office 
for rent. Excellent location in heart of 


business district. Former dentist recalled to 
active duty. Direct replies to Mrs. Pearl 
toth, 521 McKean Ave., Donora, Pennsyl- 
vania 


OPPORTUNITIES AVAILABLE 


ARIZONA—Arizona licensed dentist wanted 


to practice in completely equipped modern 
office, full or part time. 
No. 38. 


Address 


‘ALIFORNIA—Openings in Dental Group 

for general practitioners, specialists, hy- 
gienists, with California license. Percentage 
basis or salary. Direct replies to Dr. How- 
ard Jan, 2451 Piedmont Ave, Oakland, Cali- 
fornia 


ILLINOIS—Oral Hygienist, for Western IIli- 

nois community of one hundred thousand 
population X-ray and Prophylaxis, no 
laboratory work or assisting required. Ad- 
dress A.D.A. Box No. 39. 


Philanthropic foundation wanty 

dentists under 40 years of age for public 
health work. Starting salary rate $4,500 per 
annum. Michigan licensure .not required 
provided the individual is a graduate of an 
accredited dental school and is licensed in 
another state. For detailed information 
write Kenneth R. Gibson, D.D.S., M.S.P.H., 
Director of Child Health Division, Children’s 
Fund of Michigan, 660 Frederick Street, De- 
troit 2, Michigan. 


MICHIGAN—Associate wanted in highly 
successful dental practice as soon as pos- 
sible. Address A.D 30x No. 40. 


MONTANA ndid opportunity for young 
man to succeed in active practice for rent 
due to death, in Missoula, Montana. Six room 
modern two chair stucco bungalow office 
building in residential district for rent or 
lease to man buying equipment and practice. 
Direct replies to attorneys for adminis- 
trator: Smith, Boone and Rimel, First Na- 
tional Bank Building, Missoula, Montana. 


NORTH CAROLINA—Dental intern appoint- 

ments beginning July 1, 1952 are avail- 
able at Charlotte Memorial Hospital. Ap- 
plicants must be fourth year students in an 
approved dental school. This internship 
would include training and supervision in 
Oral Surgery, Periodontia, Prosthetics, 
Crown and Bridge, Indodontia, Pedodontia 
and Operative Dentistry. The dental service 
has the approval of the Council on Hospital 
Dental Service of the American Dental Asso- 
ciation. Full maintenance and a $50.00 per 
month stipend are furnished. Please address 
requests for application to Hospital Admin- 
istrator, Charlotte Memorial Hospital, 1400 
Scott Ave., Charlotte, N. 


OHIO—Associate wanted for well estab- 

lished General Practitioner. Salary and 
commission. Excellent opportunity for 
right man and a partnership later. Address 
A.D.A. Box No. 41 


OPPORTUNITIES WANTED 


STUDENT — Foreign student, European 

graduate, 27 years of age, currently com- 
pleting his senior year, D.D.S. in June. In- 
terested in internship in general dentistry. 
Address Box No. 42. 


DENTIST—Desires association in eneral 

practice with ethical dentist, in California, 
or will consider taking over established 
practice in that state. Qualified in air- 
brasive technique. Address A.D.A. Box No. 
45. 


DENTIST—Would like to associate with 

established dentist or group; ultimate 
partnership or purchase of practice; guar- 
anteed income; by capable Northwestern 
graduate, Illinois license, 15 years general 
practice, age 46, married. Would take other 
board for desirable opportunity. Address 
A.D.A. Box No. 46 


DENTIST—Illinois license, Northwestern 

graduate, age 45, married, two children, 
15 years general practice, graduate study, 
experience in teaching and research, wishes 
to contact industrial firm, institution, or 
manufacturer. Will travel or consider a 
tion either in or out of continental 
Address Box No. 46. 


DENTIST—Ten years’ experience in general 

practice, would like to associate with or 
purchase dental office in St. Louis or Mis- 
souri suburb from dentist contemplating re- 
a in near future. Address A.D.A. Box 
0, £9. 


i 
9 
A-27 
é 
‘ 
f 
: 
§ 
4 
4 
° 
e 
4 
‘ 
e 
| 
dp 


A-28 


DENTIST — Leaving Armed Services in 

April. Four years’ experience in general 
dentistry, six months oral surgery. Desires 
position with qualified oral surgeon. Will 
consider limited remuneration. Address 
Box No. 47. 


MISCELLANEOUS 


WANTED TO BUY—Old or _used dental 


ooks or journals. Leo L. Bruder, 1 
Kalb Avenue, Dept. 21, Brooklyn, New York 


e Dealer in out-of-print Dentistry 


DENTIST—Recent graduate, desires to pur- 

chase dental practice in Philadelphia or 
vicinity. Partnership will be considered 
Address A.D.A. Box No. 44 


EQUIPMENT FOR SALE 


De 


RECENT MODEL, complete two-chair den- 
TEACHER —D.D.S., M.S. Bacteriology, quali tal units and new Ritter x-ray. Direct 


fied and experienced for teaching bac- 
terlology. Oral pathology and periodon- 
tology. Age 32. Address Box No. 4% 


chusetts 


inquiries to P.O. Box B, Weymouth, Massa 


and 


e e 
WANTED—Dentist licensed Indiana; in- ALMOST NEW Burton Diagnostic—large 
teresting association; duties operative set No. 287, $50.00. Older pump chair 


prosthetics and oral surgery. For further 
information, please write Burneice Larson, 
Medical Bureau. Palmolive Building, Chi 


cuspidor, $150.00. Wall style 
complete, $150.00. Ritter X-ray, $75.00 


Ritter engine 


Ad- 


- dress Dr. M. 3S. Larson, 710 S. Broadway, 
cago 


Green Bay, Wisconsin. 


Burneice Larson, Director 
The Medical Bureau 
| Palmolive Building 
Chicago, Illinois 


OPPORTUNITIES WANTED OPPORTUNITIES AVAILABLE 


WANTED — Opportunities for great 
group of well qualified Dentists. Among 
our candidates are those who have 
specialized in the various fields of Den- 
tistry and, also, men and women quali- 
fied for Teaching, Public Health Work 
and General Practice. Please outline 
your requirements and credentials of 
qualified candidates will follow. All 
negotiations strictly confidential 


WANTED — Dentists qualified in the 
various Dental specialties and _ for 
Teaching, Public Health Work and 
General Practice. Opportunities in all 
parts of America including countries 
outside continental United States. All 
negotiations strictly confidential. Please 
send for our ANALYSIS FORM so that 
we may prepare an Individual Survey 
of ee in your particular 
fie 


| | 


HAVE YOU SEEN TIC? 


More than 25,000 dentists read TIC magazine every month! They 
like it —and tell us so. Hundreds of dental assistants, hygienists and 
secretaries say it is the best they've seen. It's the dental office personal 
magazine | 


Do you get TIC magazine? Here's how you can: 
1. Your local TICONIUM laboratory can send you TIC — FREE! 


Another of the many services from your TICONIUM laboratory. 


or 
2. Send $2.50 (a year's subscription) direct to TICONIUM, 413 No. 
Pearl Street, Albany |, New York. 


For new developments... 


look to Tl CON d UM 


413 N. Pearl St., Aibany |, N. Y. 


TICONIUM 
_ 413 No. Pearl Street, Albany 1, N.Y. 
I‘m interested: Send a back issue of TIC 


(my Ticonium Lab.) that I'd like TIC. 
Enclosed is $2.50 for a year’s subscription. 


Street. 
City.. 
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| DIES ASSUR 
“ULTIMATE ACCURACY IN YOU 
INLAYS and JACKET CROWN 


@ Your painstaking cavity preparation 

; and accurate impression cannot produce 
a precision fitting inlay or jacket crown 
unless the die is correspondingly accu- 
rate. An Electro-formed copper die pro- 
vides you with an exact reproduction of 
that accurate impression, with absolute 
fidelity to the minutest detail. 


Copper, electrolytically deposited in 
your impression, renders a die with hard 
and sharp edges, which will not chip or 

i distort during burnishing or swaging... 
will not change dimensionally, nor will 
they contaminate or affect gold. 


Use electro-formed dies for precision 
porcelain or acrylic inlays and jackets. 


The Hanau Electro-forming technique 
is simple, will save you time, and reduce 
your die costs to a negligible minimum. 


Hanau Electro-forming Equipment is furnished in two sizes, the “Junior” (above),and 
the “Senior.” Available for AC or DC current, others upon specification. No special 
connections or wiring, plugs into wall socket. When ordering state available current. 


For full information, contact your dealer or write : 


HANAU ENGINEERING CO 
MAIN STREET, BUFFALO, N. 


A HANAU PRODUCT FOR YEARS AND YEARS OF PERFECT SERVICE 


Finally 
Denture Brush 


DESIGNED 
for DEN 


ler 


Offers it NOW...after 
Years of Research 


Smooth ... easy . . . non-abrasive action 
Reaches ALL surfaces of any denture 
Won’t cause dimensional change in denture 
Functional design . . . “lever grip’ handle 
Long-life bristles of lasting resiliency. 
Write for full particulars. 


for Ah Full or Partial Dentures! 


PRESCRIBE IT WITH ASSURANCE 


HE JOHN O. BUTLER COMPANY 


T 
n. leke shore drive - chicago 11, il. 
BUTLER TOOTH BRUSH 


... favorite for over 29 YEARS! 
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Available to 
dentists and physicians on 


request is this complete 


bibliography of 97 original 
articles. 


Write today 
for your copy 
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... Clinical evidence of the effectiveness of XYLOCAINE ® 
HYDROCHLORIDE (Astra) has been compiled and re- 
ported in nearly 100 original papers. Its use as a dental 
anesthetic is within adequate margins of safety, and mini- 
mal volumes are sufficient for routine procedures. XYLO- 
CAINE ® HYDROCHLORIDE (Astra) invites comparison 
with any of the local anesthetics commonly employed in 
modern dentistry. On this basis, and particularly when 
seeking local anesthesia that is extremely rapid in onset, 
deeply profound, widely diffused, and of adequate dura- 
tion, a truly justified selection is the choice of ... 


HYDROCHLORIDE 


ASTRA 
(Brand of lidocaine hydrochloride’) 


a 
PREFERRED 
NEW 


local anesthetic 


Stocked by leading dental supply dealers 
as a 2% solution, without epinephrine and 
with epinephrine 1:100,000 or 1:50,000; dis- 

SUPPLIED pensed in 1.8ce cartridges, packed 50 car- 
tridges to a vacuum-sealed tin. Also avail- 
able in 20ce multiple-dose vials packed 5S 
vials to a carton, 


AS'TTIRA PHARMACEUTICAL PRODUCTS, INC. 
Worcester, Mass. U.S. A. 


*U.S. Patent No. 2,441,498 
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Porcelain 
From a Boston dentist... 
You do — have to put bod who has been wearing Myerson’s True- 
with excessive breakage in Blend in his own mouth since 1940; “I 
i modern transparent enamel have remade the case several times but 
: teeth! If you are one of many always use the same teeth. I've hed no 
having undue breakage, then breakage. Personally we use Myerson 
itch to th dell at of teeth exclusively in my office because 
° they are stronger and more beautiful.” 
transparent enamel teeth — 
M ‘ST Blend From a New Jersey Laboratory... 
— EE “From the technician’s angle — I have 
beautiful and stronger than very little breakage with Myerson’s teeth.” 
any of its imitators, stronger From a dental clinic in Chicago... 
even than the old opaque type “Everyone in the circle agreed with 
of tooth. me 100%. They had far less checked 


teeth trouble with Myerson’s than with 
any others.” 


Read what these dentists and labor- / 
atories say, based on their actual These and many other testimonials are 
experience with Myerson’s teeth. from actual letters in our files. 


Myerson’s TRUE-BLEND 


MYERSON TOOTH CORPORATION 


Cambridge 39, Massachusetts, U.S.A. 
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TECHNIC 


@ SIMPLE COMPUTER ANGULATES 
X-RAY CONE AUTOMATICALLY 
AND PERFECTLY! 


NO MORE “GUESS” 
FAST EASY 
NO FORESHORTENING 
NO ELONGATION 


3 simple steps . . . for better pictures 

. time saved, too! 1, Line up 
visually (outside mouth) meter’s 
edge with film packet . . . movable 
arm with tooth’s long axis. 2, Read 
dial pointer, set cone as indicated 
on meter (e.g. 25 degrees). 


A CHILD 
COULD USE IT 


$15 compure 


Illustrated Manual 
FREE on Reques? 


3. Aim central ray or cone tip to 
gingival margin and expose. A sim- 
ple 1-2-3 routine that’s faster. No 
tedious 2nd and 3rd “tries” at prop- 
er setting of patient and X-Ray 
before shooting. Amazing results in 
consistently accurate tooth shadow. 


PRODUCTS Inc. 


2929 N. CRAWFORD AVENUE 


e CHICAGO 41, ILLINOIS 
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Don't buy 


estate, or other investments 
until you read 
INVESTMENTS FOR 


PROFESSIONAL PEOPLE| 


Here are clear, reliable, unbiased answers to such 
questions as: Have you enough or too much — 
ance? Would a certain pres of real estate be a good 
investment? Have you the best selection of securities? 
Can you reduce your tax load? increase your plus 
margin between expenses and income? Here, in 
simple, epdeamaniohie terms, are the techniques of 
the best investment practice for all types of invest- 
ment commonly open to individuals. You'll learn 
how to make the MOST of your investment possi- 
bilities, how to avoid expensive errors. 


If you're finding It harder than ever 
to plan for your own and your fam- 
ily's security, this book will help you. 


SEE IT ON APPROVAL 


The Macmillan Co., 60 Sth Ave., N. Y.11 @ 


Please send me Investments for Professional People. I a 
will either remit the full price of $4.00 or return the B 
book in 10 days. 3 


Signed a 
Address 


Dental Health” 


insurance, stocks or bonds, real | 


Close-Up 
of Teeth 
Taken With 
Exakta 


Parallax-Free 
Dental 
Photography 


New Model With 
Pre-Set Diaphragm 


1952 EXAKTA—MODEL VX 


35-mm. Single Lens Reflex Camera 

for photographing conditions before and after treatment, 
cavities, inlays and bridgework, and for recording and for 
demonstrating oral treatment to patients. The indispensable 
aid of the progressive dentist! With 2.8 Zeiss Tessar 
Coated Lens with 5269. 50 
Pre-Set 

evel Refiex Viewfinder 


FREE—Write Dept. 300 For Free Desc Booklet 
on Camera & Accessories and Brochure On Close-Up Technique 
With Exakta. 
EXAKTA CAMERA COMPANY 
46 W. 29th St., New York 1, N. Y. 


answers patients’ 
Authoritatively written, 
Health’? contains the latest and best informa- 
tion on a subject in which there is great patient 
interest. Get a supply today! 


A free, sample copy will be sent on request. 


WHEN YOUR PATIENTS 
WANT TO KNOW ABOUT 
DIET — 


Be prepared with a supply of “‘Diet and 
a 16-page pamphlet that 


Exclusive Sales and Service Organization In 
U. 8. A. For Ihagee Camera Works, Germany 
Copyright 1951, Exakta Camera Company, Inc. 


questions in lay language. 
“Diet and Dental 


Order Department, AMERICAN DENTAL ASSOCIATION 
222 East Superior Street, Chicago 11, Illinois 


Prices for DIET AND DENTAL HEALTH: 


Ol 25 
50 Copies. . 


8210 
5.30 


100 Copies... .$ 9.00 
Please send remittance with order. 
name please 
address type 
or 
city zone state print 
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How Castle Speed-Clave 
beats boiling four ways! 


1. SAFER than boiling—kills spore-bearing bacteria and virus 
that boilers can’t touch! Only high temperature, steam pressure 
autoclaving does it!* 100% safety for all your patients. 


2. FASTER than boiling—in 7 minutes from a cold start, “777” 
Speed-Clave reaches sterilizing temperatures! (And in 3 minutes, if 
warm!) No boiler will do that! 


3. EASIER than boiling—no valves to adjust, no tricky settings 
... “777” is fully automatic from start to finish. Shuts itself off, 
saves electricity. 


4. LOWER COST than boiling—sterilize your own dressings, 
save 40% on their cost . . . allows significant savings on instru- 
ments, too. AND, the initial cost 1s no more than a cabinet boiler! 


Speed-Clave is made of stainless steel and top-quality materials. 
No substitutions. "Bibliography and reprints on request. 


For demonstration, phone your Castle dealer, or write: Wilmot Castle Co., 
1104 University Ave., Rochester 7, N. Y. 


CASTLE SPRING-SEAL DOOR 


Only Castle has this ultra safe, 
flexible door (tested to over 
100 Ibs. pressure). 

it is the secret of the "777" 
success because it keeps total 
weight down to 15 Ibs., allow- 


ing igh speed ‘ond low crt. LIGHTS Ano STERILIZERS 


: 
A-37 
‘ 
‘ 
Al 
. 
: 
— 
a 
4 
Agi 
i 
te 


A-38 


Plastodent Impression Powder 


* Perfect Elastic Impressions for Partials, 
Inlays and Full Dentures. 


* Smooth, Dense, Tough Impressions. 


*® Will not “gag” patient as material does 
not run. 


* Needs no fixing solution. 


Produces hard surfaced, ‘non-flaky,” 
“non-powdery” models. 1 bulk can (18 — units) $350 


6 cans only $] 


Plasto-Filling Pf3 
Mouth Curing Filling Plastic 


The results of over a decade of research, 
Plasto-Filling is extremely hard, dense and 
resistant to oral secretions * It cures in just 
3 minutes in the mouth ¢ Meets ADA spe- 
cification #12 for color stability * Does not ZA 4 
irritate pulp; thus eliminating any need for Vf" 
cavity lining * Will not wash out is. 


K ai Sampler Kit 13 bottles powder to 
only match latest Nu-Hue shade guide, 2 
bottles monomer, mixing 
*Histopathological test data available upon request equipment $1550 


Self-Curing Pasto-Base 
Quick Hardening, Permanent 
Rebasing Material 


This remarkable material is as easy to use as 
impression paste. Complete reline in 15 minutes. 


Since it contains no solvents it is guaranteed not - o 

to shrink or warp. Doesn't burn. Won't leave 
unpleasant after-taste. 


Complete Kit . . . 20 applications plus 
measures and mixing bowl $g00 . 


PLASTODENT 


PLASTODENT, INC. 1310 Jerome Avenue, New York 52, N. Y. 


| - 
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PROFESSIONAL CARDS 


You'll be proud to present these fine cards to 

friends and prospective patients. They are ex- 

pertly printed, entirely to your order, in stand- 

ard Plain-Print or distinctive, raised-letter, 

“Excel-Print’”’* Choose from three card stocks: 

pure-white vellum; thin lightweight, or finest 
, 100% rag. Our money-back-guarantee assures 
, your complete satisfaction. 


| If you are not yet acquainted with f, 
SAMPLE OF OUR PRICES , “HISTACOUNT"” Products—just check and 
1000 pure-white, vellum cards, \ fillin the coupon below—you will receive 


Plain-Printed and delivered any- ") the latest catalogue and actual samples. 
where in the U.S.A. only $3.75. it now—you'll save time and money! 
* *T.M. Reg. U.S. Pat. Off. 


PROFESSIONAL PRINTING COMPANY, INC 3 
OTHER HISTACOUNT, PRODUCTS 202 TILLARY STREET BROOKLYN |. N 
| LETTERHEADS ENVELOPES RECEIPT CARDS Gentlemen: Please send complete catalogue and actual 

PROFESSIONAL CARDS GUMMED LasELS samples of items checked. 3 
| SILLHEADS STATEMENTS (PILL) ENVELOPES 
| C) PRESCRIPTION BLANKS Ci WINDOW ENVELOPES Dr. 

| APPOINTMENT CARDS © STRUCTION SLIPS Add ee) 
| © COURTESY CARDS patents’ eecones 

CONTRACT CaRDs BOOKKEEPING SYSTEMS 


0D 


BRONZE 
NAME 
SIGNS 


Cast, raised letters, drilled, with screws 
3” x 12” — $10.80 3” x 14” — $12.60 3” x 16” — $14.40 
4” x 14” — $16.80 4” x 16” — $19.20 4” x 18” — $21.60 
5” x 16” — $24.00 5” x 18” — $27.00 5” x 20” — $30.00 
6” x 18” — $32.40 6” x 20” — $36.00 6” x 25” — $45.00 
Other sizes 30c per square inch. Signs with wording on both sides 45c per square inch. 
COLLECT PLEASE SEND CHECK WITH ORDER 
LAUER METAL SHOP «+ 1516 E. Baltimore Street * Baltimore 31, Md. 


§ For a Good, Reliable Broach, You Can't do Better than use a 
UNION BROACH 


Manufactured and used over 40 years. Made with the utmost accuracy and precision, 
of the finest materials obtainable . . . Made in Coarse, Medium, Fine, X-Fine, XX-Fine 
and XXX-Fine. 


Union Stainless Steel Broaches......................... $1.50 perdoz. $16.00 per gr. 
. Union Regular Steel Broaches....................4-05- -65 per doz. 6.90 per gr. 
Mounted Short Stainless Broaches............... $2.00 per doz. Regular $1.75 per doz. 
SPECIAL—Extra Coarse Union Broaches................ $1.50 per doz. $16.50 per gr. 


Sold by Better Dealers Everywhere 


UNION BROACH CO., Inc., 37 West 20th St., New York 11, N. Y. 
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IGE CREAM- 


anourishind food 


and so to eat 


A source of dietary calcium 


Ice cream can play an important role in 
the teen-ager’s diet as a source of calcium 
and other important nutrients needed in 
large quantities during this period of 
rapid growth. 

As the calcium in ice cream is as well 
utilized as that in milk,? 
both of these dairy 

oe foods were used as a 
& source of calcium in 
controlled diets fed to 
teen-age boysinastudy 
of their calcium require- 
ments.'! From evidence 
secured in this study, it 
appeared that the calcium requirement of 
the boys was higher than the amount 
previously thought necessary for this 
age group. 

One serving of a representative vanilla 
ice cream (one-sixth quart) has been 
shown to be the equivalent of approxi- 
mately one-half cup of milk in terms of 
the calcium, protein, and B-complex vit- 
amins which it supplies . . . while provid- 
ing somewhat more vitamin A than does 
one cup of milk.’ 

The frequent use of ice cream at the 


family table will con- 
tribute calcium, ribofla- 
vin, vitamin A, and 
other important nutri- 
ents to the diet of the 
entire family—as well 
as the teen-agers. 


1. Smith, J. M. Calcium needs of teen-age boys, 
Nutrition News, (April), 1947 

2. Kramer, M. N., Potter, M. T., and Gillum, I. 
Utilization by normal adult subjects of the calcium 
and phosphorus in raw milk and in ice cream. 
J. Nutrition 4:105 (May) 1931 

3. Dahlberg, A. C. and Loosli, J. K. Nutritive 
value of commercial ice cream. J. Am. Diet. Assn. 
24:20 (Jan.) 1948. 


The presence of this seal indicates that 
all nutrition statements in this advertise- 
p. ment have been found acceptable by the 

= Council on Foods and Nutrition of the 
American Medical Association. 


Nit DAIRY COUNCIL 


Since 1915 . . . the National Dairy Council, a non-profit 
organization, has been devoted to nutrition research and 
education to extend the use of dairy products. 


= 
24, 
| 


I Division, Johnson & Johnson, New 


THE PATIENT 
WILL BE 


Anterior bridge restorations 
placed in the mouth immediately after 
extraction spare the patient days of 
embarrassment. The only tooth 
completely suited to these immediate 
extraction cases is the Trupontic 
tooth. And this is but one of the many 
advantages of Trupontics. 


In a Trupontic bridge only porcelain 
comes into contact with tissue - and 
glazed porcelain never causes 
irritation. Trupontics restore the 
entire lingual portion of the lost 
natural tooth, making a bridge that 
feels natural to the tongue. And 
Trupontics make a sanitary 
restoration, with no lingual recess at 
the ridge. 


May we suggest, Doctor, that oS 
more of your anterior restorations ay 
could well utilize the advantages 

inherent in Trupontics? 


THE COLUMBUS DENTAL MFG. CO. 
COLUMBUS 6, OHIO 9 


IN NEW HUE SHADES 


LIPPINCOTT SELECTED PROFESSIONAL BOOKS 


FOR THE MODERN DENTIST 


ORAL MEDICINE 

by Lester W. Burket, D.D.S., M.D. 
Unique, comprehensive discussion of the 
relationship between oral and systemic 
diseases. 
2nd Edition, 1952. 600 Pages, 332 Illustra- 
tions, 10 Color Plates $15.00 


LIPPINCOTT'’S HANDBOOK 
OF DENTAL PRACTICE 
Edited by Louis 1. Grossman, D.D.S., 
Dr. med. dent. 
A new idea in dental references, giving 
national coverage of progress in the nine 
major branches of dentistry 
2nd Edition, 1952. 503 Pages, 388 Illustra- 
tions, 4 Color Plates $10.00 
SUCCESSFUL DENTAL PRACTICE 
by J. Lewis Blass, Ph.G., D.D.S. and 
Irvin Tulkin, D.D.S. 
Presents many aspects of public relations in 
builcing clientele and increasing prestige 
and income in dental practice. 
Ist Edition, 1947. 221 Pages, 42 Illustrations 
$5.00 
IN THE DENTIST'S OFFICE 
by G. Archanna Morrison 
The wide variety of problems that daily con- 
fronts auxiliary dental personnel is consid- 
ered and discussed by a well-qualified expert. 
1st Edition, 1948. 242 Pages, 32 Illustrations 
$5.00 
PRINCIPLES OF ORTHODONTICS 
by J. A. Salzmann, D.D.S., F.A.P.H.A. 
A new edition of this workable digest and 
review of accepted theories and practices in 
orthodontics. 
2nd Edition, 1950. 887 Pages, 533 Illustrations 
$15.00 


SURGICAL PATHOLOGY OF THE MOUTH 
by E. Wilfred Fish, C.B.E., M.D. 

A detailed work on dental pathology which 
is truly clinical. Cell growth, chemotherapy, 
pathology of bone, cementum, pulpless 
tooth, mucosa, peridontal tissue, etc. are 
covered. 

1st American Edition, 1951. 

463 Pages, 236 Illustrations $10.00 


APPLIED ANATOMY 
OF THE HEAD AND NECK 
by Harry Shapiro, D.M.D. 
The clinical correlations of anatomy with 
dental and oral therapy—a guide for anes- 
thesia, surgery and operative work in gen- 
eral dental practice. 
2nd Edition, 1947. 303 Pages, 221 Illustrations 
$10.00 
ACRYLICS 
by Stanley D. Tylmon, M.D., D.D.S., and 
Floyd A. Peyton, D.Sc. 
Accepted uses of synthetic resins in den- 
tistry and comparison of uses of resins and 
baked porcelain, older denture-base mate- 
rials and other restorative materials. 
1st Edition, 1946. 480 Pages, 440 Illustrations 
$10.00 


COLOR ATLAS OF PATHOLOGY 
prepared under the auspices of the U.S. Naval 
Medical School, National Naval Medical 
Center, Bethesda, Maryland 

A milestone in modern scientific publish- 

ing. Provides a guide for interpreting gross 

and microscopic findings. 

1st Edition, 1950. 

546 Pages, 1,053 Illustrations in full color 


J. B. LIPPINCOTT COMPANY, East Washington Square, Philadelphia 5, Pa. 


Please enter my order and send me the books | have listed below. 


(CO Cash Enclosed 
(0 Charge My Account 
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Balancing a tray of dishes on the head may { 
be all right for an “expert”— but the beginner / 
does well to “play safe” by using every 
precaution to avoid trouble. 


The new denture wearer, too, has a lot of 
practice ahead of him, before he qualifies as 
an “expert” in the manipulation of his 
dentures. His natural awkwardness and 
uncertainty invite the suggestion of Wernet’s 
Powder, to encourage his self-assurance 

and perseverance in learning the new 
technique of manipulation. 


Wernet’s Powder not only reduces discomforts 
by the soft resilient cushion it providés; but 
reassuringly improves retention and stability 
— particularly when anatomical or 
psychological difficulties aggravate the 
problem of adaptation. 


WERNET DENTAL MFG. CO., INC., Jersey City 2, N. J. 


POWDER 


FREE PROFESSIONAL SAMPLES 


WERNET DENTAL MFG. CO., INC. 

Jersey City 2, N. J. 

Please send me professional samples of 
Wernet’s Powder. 


Please Print 
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WERNET DENTAL LORE 


Some 60,000,000 Americans (not counting 
government and charity cases) paid a total dental 
bill of $991,000,000 in 1950 ($16.50 average per 
person)—a 6.4% increase over 1949, and the 
highest in the history of the American dental 
profession! 


Despite official blessing, the practical diffi- 
culties involved in fluoridation of water supply 
for caries control have largely discouraged this 
procedure. So far, less than 1% of the country’s 
community water supplies, capable of benefiting 
by such treatment, have done anything about it. 

Is there a “critical shortage” of dentists in 
the offing? One estimate is, that by 1954, the 
country will need 12,400 more dentists. Califor- 
nia’s fourth dental school is already planned, to 
open in 1953; and the doubling of dental school 
facilities in New York State is being urged. 

Academic Top Brass: On the faculties of the 
nation's 42 approved dental schools and colleges 
are 2,465 dentists (40 with MD's), 151 physicians 
and 291 other instructors—the age range being 
20 to 81 (average 40). The ratio of number of 
students pet instructor ranges from 3 to 17. 

The first American hospital to establish 
dental service was the Philadelphia General 
Hospital, which opened its dental clinic 50 years 
ago. Today, 232 hospitals in 25 states, the District 
of Columbia and various government medical 
services, operate dental departments approved 
by the ADA, * ee 

Of the many natural gums collected from 
various tropical trees and shrubs, only high- 
grade karaya gum, with its remarkable ability 
to retain large quantities of water to form a soft, 
resilient “cushion”, is used in making Wernet’s 
Powder, 
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New Mosby Books 


Brecker’s 
THE PORCELAIN JACKET CROWN 


Brecker’s book is the first in Dental Literature in which the problems associated 
with ceramics are presented NOT as they relate to the preparation of the ideal tooth, 
but as they relate to the management of the preparation of any tooth influenced by its 
anatomic form, its condition and its position to the dental arch. 

On every page, he has borne in mind the dentist with a patient in his chair—coping 
with the vagaries of human teeth as they appear in people—not as they have formerly 
been described on a model. This is the first book written for the dentist to use at the 
chair—and it gives preparation of all teeth, not on a model, but all of the teeth in 
the mouth. 

His step-by-step illustrations (all clinical eases) have never appeared before and 
they are so well delineated that they will reduce your working time to a minimum. 


By S. CHARLES BRECKER, D.D.S., Formerly Assistant Profes- 
sor of Operative Dentistry, New York University, College of 
Dentistry. 264 pages, 290 illustrations (1 in color). Price, 
$8.00. 


Mead’s 
ANESTHESIA IN DENTAL SURGERY 


Second Edition 


To know how to choose the anesthetic and how to recognize the various signs 
denoting depth of anesthesia—and the variation of symptoms that are unique with 
certain drugs or combinations of drugs—is of the utmost value for you and your 
patient. 

Proper anesthesia for the individual patient is what makes your work easy—for 
with it, you operate efficiently, calmly, with peace of mind, steady hand, and time to 
concentrate upon the work before you without disturbance. 

To be in complete command of each situation in which anesthesia is administered, 


a copy of Mead’s ANESTHESIA IN DENTAL SURGERY is surely your finest support. 
By STERLING V. MEAD, D.D.S., M.S., B.S., F.A.C.S. 642 pages, 


212 illustrations. Price, $12.50. 


Order Form Ke 
The C. V. MOSBY Company 


3207 Washington Blvd., St. Louis 3, Mo. 


Please send me Brecker’s THE PORCELAIN JACKET CROWN ($8.00) 
Mead’s ANESTHESIA IN DENTAL SURGERY—2nd Ed. ($12.50) 


Enclosed find check. Charge my account. 
Name 


Address 
ADA 4-52 
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ACTS TWICE AS FAST ingeston ot ati 
AS ASPIRIN 


The antacids in Bufferin speed its 
pain-relieving ingredients through the a 3 
stomach and into the blood stream. ? 

that within ten minutes after Bufferin 
is ingested blood salicylate levels are o + 
higher than those attained by aspirin 
in twice this time.’ 


DOES NOT UPSET Bufferin’s antacid ingredients protect 
the stomach against aspirin irritation. 

THE STOMACH This has been clinically demonstrated 
hundreds of patients. 


in usual doses ‘ in large doses 
In a series of 238 cases, 22 had a his- . 
aa “if In a recent study group, 1006 patients 
tory of gastric distress due to aspirin ‘ a 
“ received, over a 24 hour period, 12 
but only one reported any distress 
A Bufferin tablets (equivalent to 60 
after taking 2 Bufferin tablets (equiv- 
> alent to 10 grains of aspirin). grains of aspirin). Although 72 had 
ae | a history of being sensitive to aspirin, 
og only 18 reported any gastric side- 
effect with Bufferin.* 


Wo Tas 


1, Effect of Buffering Agents on Absorption of Acetylsalicylic Acid. 
ANTACID ANALGEST 


J. Am. Pharm. Assoc., Sc. Ed. 39:21, Jan. 1950 


2. Gastric Tolerance for Aspirin and Buffered Aspirin. Ind. Med. 
20:480, Oct. 1951 


INDICATIONS: Simple headaches, neuralgias, dysmenorrhea, muscular 
aches and pains, discomfort of colds and minor injuries. Particularly 
useful when gastric hyperacidity is a complication. Useful for foe gem 
pain in the treatment of arthritis. Helpful for toothaches and pain 
following tooth extraction. 


mvERs 
NEw 


EACH BUFFERIN TABLET contains 5 grains of acetylsalicylic acid, together 
AL with optimum amounts of the antacids aluminum glycinate and magne- 
| sium carbonate. 


BUFFERIN is a trade-mark of the Bristol-Myers Company. 
Bristol-Myers Co., 19 West 50 St., New York 20, N. Y. 
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AVAILABLE in vials of 12 and 36 tablets i 
: and in bottles of 100. Tablets scored for F 
divided dosage. 


It’s a new 


HYDRO-COLLOIDAL 
ALGINATE 


READY-MIXED 
NO WATER @ NO PLASTER BOWL ® NO HEAT 


GREATER ACCURACY. Pre-mixed at factory. Completely homo- 
geneous. No problems of “local water chemistry” or 
water temperature. 

EASE and SIMPLICITY. Ready-mix package means no plaster 
bowl or spatula to clean. Work direct from package 
and throw it away, as shown below. 


SNIP corner. 


COSTS NO MORE. Call your dealer for a dozen. You'll like 
LS-2 better than any you've ever used. Money back 
guarantee. 


LEE SMITH MFG. CO. cnicaco 10, ut. 
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AP off clip. MIX creams by aden package. 
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Unless shank is same taper as barrel, instrument will wobble. 


But You CAN BE SURE 
OF VIBRATIONLESS OPERATION 
BY STANDARDIZING ON 


CUTWELL ager Shank BURS 
and DIAMOND INSTRUMENTS 


R&R 


Products of 17 Years of ‘‘Know-How” 
in the precision manufacture of 
SELF-CENTERING, POSITIVE-SEATING 
TAPER SHANK INSTRUMENTS 


5 
2 
JUST BECAUSE A SHANK IS TAPERED | a 
DOESN’T MEAN IT’S A /4 
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Prompt, Uneventful 


Recovery in 


ANESTHESIAS 


Reduced emotional hazards and minimal 
after-effects, in both adults and children, 
may be achieved in simple extractions 
with the use of Vinethene. 

More and more exodontists are using 
Vinethene, by open-drop administration 
and in the gas machine, as a complement 
to nitrous oxide-oxygen. All Vinethene 
cartons contain the new improved drop- 
ping cap. 


Literature mailed on request. 


(Vinyl Ether for Anesthesia U.S.P. Merck) 
An Inhalation Anesthetic for Short Operative Procedures 


MERCK & Inc. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 


In Canada: MERCK & CO. Limited - Montreal 
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SHADES... 
Seven Natural Grays. 62° 65° 66°67 ©6977 °81 
Seven Vibrant Yellows. 25° 30°35 40045 °50°55 
—all fluorescent—provide the most comprehensive range . 
of tooth shades ever made available for the Profession. ae 


MOLDS... 
SR‘s now provide the widest range of sizes and molds 1 
ever available in plastic teeth, 


RETENTION... 
S-R’s diatoric hole provides 

more contact area than any a 

other plastic tooth... . . 

plus the added insurance 

; 


WITH DEPENDABLE RETENTION 
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The extreme sharpness cannot be diagrammed on this 
printed page—but you'll recognize it very definitely 
the very first time you experience the fast, 
smooth ‘“feother-tauch’ cutting you always get with. . 


& COMPANY, INC. + 62 COOPER SQUARE - NEW YORK 3, N. Y. 


BUSCH BURS * HORICO DIAMOND ABRASIVES + AJUSTO HAND PIECES « STAINLESS INSTRUMENTS 
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.. .NOW THAT THE TREND IS 


BACK PORCELAIN 


NON-' 


SINCE 1905 
As the gage of the sae An 
materials apparen 
more are, returning ‘to Durodent- 


of the reasons 
why entists preter “Durodent-Enamet. 


@ DURODENT-ENAMEL'S STIFF, DRY MIX 
PERMITS PLUGGING IN—piece by piece! 


Durodent-Enamel is easily mixed and 
sets to a hord, true, crystalline mass. 
it may be yng into the cavity piece 
by piece, like an amalgam! 


rer @ REMAINS COOL . . . NO EXOTHERMIC REACTION! 


No. ? Unlike the tie filling material, Durodent-Enamel 
the per fling hatscever. It remains cool when 
mixed ond po A insertion into the cavity! 


@ DOES NOT CONTRACT UNDER MOISTURE—NO BROWN MARGINS! 


Enamel is known all Fl the world 
filling 
Enamel fillings do not contract 
moisture — they last longer. 


@ UNMATCHED SURFACE HARDNESS! @ DEEP UNDERCUTTING UNNECESSARY! 


New User Offer 


MANUFACTURERS 
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True Dentalloy has a high silver content; mixes smooth, is 

grit-free and carves like wax; takes a high, lasting polish 

and is silver white in color. Its average 6 microns expansion 

gives the filling a tenacious grip on cavity walls, eliminating 

microscopic voids and accompanying leaks. 

Physical Properties: Average expansion 6 microns .. . 
crushing strength over 50,000 Ibs. per sq. in. 
. » « flow under 2.5% . . . complies with 
A.D.A. Specification No. | 


TRUE DENTALLOY 10-1A PACKAG 


Contains “A” Cut alloy for proportioners 
Two 5-ounce bottles of True Dentalloy 
One |-ounce bottle of True Dentalloy 
Price. .$25.00 Two packages. .49.00 


True Dentalloy 10-1 Package with 
True Dentalloy Filings . . . same 
price 


TRADEMARKS: TRUE DENTALLOY - SIGRENS-S. S. WHITE 


THE S. S. WHITE DENTAL MFG. CO. 


PHILADELPHIA 5, PA. 


“Over a Century of Service to Dentistry" 
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Eliminate Guesswork Proportioning with 
TRUE DENTALLOY SIGRENS 


Sigrens are continuous strips of dust-moisture-proof, 
firmly sealed transparent envelopes, each containing 
6 grains of True Dentalloy, the correct amount for one 
9 grain dispensing of mercury from the S. S. White 
Mercury Dispenser . . . a ratio of 5 to 7'/s. Dispens- 
ing is accurate and waste is prevented. 


SIGRENS 
NEW USER PACKAGE 


Contents: 5 one-ounce packages of 80 Sigrens each 
| Mercury Dispenser and empty mercury bottle 
| one-half-ounce trial size package of 40 Sigrens each 
New User Package No. 1, with Dispenser 
New User Package No. 2, without Dispenser 


HANDY SPEEDY EFFICIENT 


A modern mechanical means for triturating silver dental 
alloys and mercury. Automatic and quiet in action. Re- 
quires only a few seconds to prepare the amalgam. Saves 
time and labor; prevents waste; and produces mixes of 
fine smooth texture. 


All prices subject to change 
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. A TRUTH WORTH REMEMBERING 


ENGINEER 


can build 
a bridge 


and by the same logic, only a technician with 
engineering know-how and experience can design and construct 
a dental bridge that will satisfy every requirement for biologic 
function, cleanliness, and esthetics. A new and scientific technic, has 
been developed and perfected by a group of CAL-LABS in 
collaboration with their Central Research Organization, 
ard in co-operation with many leading dentists, and will soon be 
AVAILABLE to you. A CAL-BILT bridge withstands maximum 
stresses with minimum strain on abutments. It accurately 
restores Contact points and margins. It assures natural, life-like esthetics 
through tooth anatomy, color blending, and attention 
to personalized details. Such restorations are only 
possible because of CAL-LAB determination 
to bring to you the finest crown and bridgework 
conceivable—and CAL-LAB employment of special 
materials and metals made to their exacting 
specifications. For complete information, 
: call or write your CAL-LAB today. 


The CAL-LAB Group 


CAL MAGAZINE? 
ASK YOUR LABORATORIES 
CAL-LAB Ca 

TO SEND IT 
TO YOU SERVICE 


* REG US PAT OFF 
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COUNCIL ow DENTAL 
THERAPEUTICS 


MERICAN J 


ENTAL 
SSOCIATION 


and eflectiyeness, and in its 


strict adherence to p thee highest 


rengthen your new denture 


Please send complimentary professional samples. 


PLEASE PRINT 


Zone State. 
22-D 
COREGA CHEMICAL CO. « 76 MILL ROAD + JERSEY CITY 2, WL 4. 
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prolonged release of penicillin in the mouth 


ORYGENE 


Penicillin Chewing Troches, Parke-Davis 


ORYGENE'’s peppermint flavored, chicle gum base encourages reten- 
tion of the troche in the mouth, thereby assuring high salivary peni- 
cillin levels throughout the recommended half-hour chewing period. 
Both texture and taste of ORYGENE promote mastication, thus stimu- 
lating the salivary glands and dispersing penicillin-laden saliva 
throughout the oral cavity. This bathing of affected tissues in steadily 
maintained concentrations of penicillin produces prompt clinical re- 
sults in most patients with oropharyngeal infections caused by peni- 
cillin-sensitive organisms. 


ORYGENE Penicillin Chewing Troches are accepted by children and 
adults as readily as are familiar confections they so closely resemble. 


Dosage and Method of Use. One ORYGENE troche should be chewed at a time, pref- 
erably for 30 minutes. In treating infections caused by Vincent's organisms, a daily 
total of 4 to 6 troches will usually produce clinical results within 24 to 48 hours, 
although precautionary treatment should be continued for several days thereafter. 
It may be necessary to supplement ORYGENE by parenteral administration of peni-. 
cillin, or by other measures as indicated. ‘ 


Packaging. Each ORYGENE troche containing penicillin G, crystalline potassium salt, 
20,000 units, is wrapped individually and hermetically sealed in metal foil — no 
refrigeration necessary. Available on prescription in packages of 12. 
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See for 


| How Denicotea 
filters cigarettes! 


THE EVIDENCE IS CRYSTAL CLEAR 
AFTER USE: 


Denicotea 
filter turns 
black as it 
absorbs 
nicotine 


and tars. 


One look at a used Denicotea filter is more 
convincing than a thousand words. 

You can actually see the frightening amount 
of irritants it removes from cigarette smoke. 

Obviously, that tarry stuff is better in the 
filter than in nose, throat—and lungs. 

It stands to reason that cigarettes—any 
cigarette—are less irritating when filtered the 
Denicotea way. 

What's more, you'll notice the difference in 
the whiteness of your patients’ teeth and the 
condition of their gums. 


PROFESSIONAL ‘4 PRICE INTRODUCTORY OFFER: 


Send for your Denicotea Holder, $1.25 postpaid (regularly $2.50) 
Longer, Lady Denicotea Holder, $1.75 postpaid (regularly $3.50) 


Write to 
Alfred Dunhill, Dept. D-4 660 Fifth Ave., New York 19 


DE-NICOTEA 


unhil] HOLDER 


specialized service 
assures 


619 East Montecito St. 


ROLLS 


These improved cotton 
rolls are a delight to the 
efficient dentist and are 
not harsh to the patient’s 
mouth. They are actual- 
ly spun from 100% pure 
surgical absorbent cotton 
to make them softer, more 
pliant and noncollapsible. They 
adapt easily into any position, 
are stretchable and small tufts 
are quickly detachable. 


DENTAL ABSORBENTS CO. 


Sente Barbera, Calif. 


Gentiemen: 
Please send me o free, generous somple 
of DENTAL ABSORBENTS. 


OR 
STREET. 
CITY ond STATE 
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brings you every advantage 


for the technic 


1. IRREGULAR PARTICLE STRUCTURE, 
a unique characteristic of Kadon powder, is 
ideally suited to “Brush On” application. 
With so much of the surface of each particle 
exposed, wetting is instantaneous. Deep 
penetration of liquid produces a truly homo- 
geneous filling. 


. HIGHER HEAT OF POLYMERIZATION 
causes faster setting in the cavity as the 
filling is built up in successive layers. 


The new KADON APPLICATION KIT 
Here, for the first time, are instruments of 
truly professional character for “brushing 
on” resin restorations. The tapering shanks 
of the aluminum handles are slotted for 
easy and secure attachment in the ferrules 
of the individual brushes. 
Flint glass dispensing tray 

Six detachable brushes 
Two aluminum handles 


WHATEVER YOUR PREFERENCE IN TECHNIC . . . NON-PRESSURE, CONVENTIONAL, OR INLAY... 


THE =— RESIN OF CHOICE IS 
Kadon brings you the widest 
range of life-like colors tor 


REG. U.S. PAT. 
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' Lengthwise fibers of pure, uncoated 
cotton held securely in shape by thin 
R i € # M o pa D strands of fine, soft thread, sealed at 


every crossing 


DENTAL COTTON ROLLS 


This completely new type of all-cotton roll 
brings you advantages no other roll can offer: 


The natural softness and pliability of 
pure absorbent cotton, free of any 
stiff coating material. Greater 
absorbency, because the all-cotton 
surface comes in immediate contact 
with the saliva. Complete protection 


mechanical irritation during use and 
upon removal ... Richmond Rolls 
never stick to the oral mucosa or 
pull off bits of tissue. 


against seepage, since these rolls fit 
the buccal curvature snugly and com- 
fortably, without forming stiff, harsh 
wrinkles. Freedom from chemical or 


SUPPLIED in three sizes, Large, Medium 
and Small, in 6 inch and 11 inch lengths. 


Sterilized after packaging. 


RICHMOND DENTAL MFG. COMPANY 


Box 2176, Charlotte 1, N. C. 


We also carry a full line of pellets and pellet dispensers. 


Write for a generous testing sample. 
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“Bose 708" 


Takes Only 20 Minut@ 
No Laboratory Proce 
Simple One-Visit T 


Easy as Taking an 


DuraBase is now firmly es- 


tablished as the successful Hard, Durable, No 
method of rebasing acrylic 


dentures at the chair—proved No Unpleasant 
by more than a million cases. 
Patients are thrilled with the 
permanent comfort, stability 
and complete suction. 


Order the $10 DuraBase 
ackage, pink or clear—suf- Your Satisfaction Gu 
ient for 20 applications. If 
u are not completely satis- 
after several cases, the 


Lasts as Long as 


Precise, Stable, Co 


DENTAL MFG. CO. 


22 EAST VAN BUREN STREET 
CHICAGO 5, ILLINOIS 
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MILD 


sedative 


is indicated 


Try the new, better tasting 


Consiver these advantages of the new, improved 
NEMBUTAL Elixir: clear, sparkling color, pleasant odor and 
much ‘better taste than the old Elixir. Action is prompt, 
duration is easily controlled by varying the dosage, and 
there is seldom any “hangover.” 


PLEASANT CHANGE. The new NemMBUTAL Elixir offers 
a pleasant change of medication for patients who require 
sedation to quiet their nerves, to relieve apprehension, to 
bring them to your chair in a cooperative mood. Even chil- 
dren can take it straight without difficulty. 


SMALL-DOSAGE CONVENIENCE. Potency of the new 
Elixir is the same as that of the old. One teaspoonful (1 fl.- 
dr.) represents 15 mg. (% gr.) of short-acting NEMBUTAL 
Sodium, making it easy to administer small doses for mild 
effect. The new Elixir is available through your usual 
source of supply in 1-pint shelf-saving and 1-gallon 


bottles. Try it in your next few cases; 
note for yourself its effectiveness. Obbctt 


Nembutal Elixir 


(PENTOBARBITAL, ABBOTT) 


D-P*Blascic Impression Cream: hele 
a-CONSISTENT. PO, 

years— made posable’: 
—che 
_ step that enabies D-P, and ONLY. DP, 
to control the estire man 
process of its impression mater 
all the way from the basici i 
to the finished 


that the © 
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For over 130 years dentists the world over have 
enjoyed the fine performance of Ash Products. Today, 
they recognize Ash Burs as the sharpest, smoothest- 
running and most durable Burs on the market. 

And the reason for this high degree of professional 
acceptance lies in the way Ash Burs are made. Manu- 
factured in the largest, most scientifically operated 
bur plant in the world, Ash Burs are made from the finest 
grade of tungsten steel—and by the most skilled 
craftsmen available. 

Ash Burs are made in a wide variety of sizes — 
Regular, Miniature and Tapered Shank. Protected ina 
handy, plastic pack, Ash Burs always arrive in perfect 
condition. 

Order a supply of famous Ash Burs from your dealer 
today. Your skill deserves the finest! 


LA Ino. 


ONE OF THE AMALGAMATED DENTAL GROUP OF COMPANIES 
127-131 Coit Street Irvington 11, N. J. 
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Use Formula 


MONOCAINE 2% with Epinephrine 1:50,000 


In Submarines “Depth without 
Danger” is of prime importance... 


In local anesthesia too we must con- 
sider the relationship between safety 
and depth. A number of anesthetic 
drugs in excessive concentrations or 
combinations will produce deep anes- 
thesia. So will cocaine. But all of 
these “stronger” anesthetics can in- 


duce toxic reaction and, in many 


instances, unpleasant postoperative 
sequellae. 


Monocaine Formula 2ME (Mono- 


caine 2% with epinephrine 1:50,000), 


on the other hand, produces anes- 
thesia as deep as procaine 4%, yet its 
toxicity is appreciably less than that 
concentration of procaine. 


Monocaine Formula 2ME was specifically developed for 
those cases in which anesthesia is difficult to obtain. While 
Monocaine 1%% is recommended for routine use, Mono- 
caine Formula 2ME will be found to be particularly ad- 
vantageous for jacket crown work, pulp extirpation and 
the preparation of bridge abutments. 


MONOCAINE Formula 2ME offers the anesthetist 
depth without danger—it combines adequate potency 
with maximum safety. 


Monocaine is 
the registered 
trade mark of 
the Novocol 
Chemical Mfg. 
Co., Inc. 


NOVOCOL, CHEMICAL MFG. CO, LN¢ 
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ST. LOUIS HOTELS 


Hotel Single Double* 
American $3.50- 6.00  $4.50- 7.50 
Baltimore 3.50— 5.00 5.50— 7.50 
Broadview 3.50- 5.00 6.00- 8.00 
Chase 5.00- 9.00 8.00-12.00 
Claridge 3.50- 6.00 5.50- 9.00 
Congress 5.00— 6.00 6.50- 7.50 
DeSoto 4.00- 6.00 6.00-14.00 
Fairgrounds 3.50- 6.00 5.75- 8.00** 
Fairmont 4.00 5.00- 7.00** 
Forest Park 4.00- 6.50 6.00- 9.50 
Gatesworth 5.00- 6.00 6.50- 7.50 
George Washington 3.00— 3.50 4.50- 6.00 
Jefferson 4.50- 8.50 7.50-11.50 
Kings Way 3.00- 4.50 4.50- 8.00 
Lennox 4.00- 7.00 5.50- 9.50 
Majestic 3.00- 4.50 5.00- 8.00 
Mark Twain 4.00- 6.50 6.25- 9.50 
Mayfair 4.00- 7.00 5.50--12.00 
Melbourne 4.00- 8.00 6.00-11.00 
Park Plaza 7.00-11.00  10.00-14.00 
Roosevelt 4.00- 5.75 5.75- 8.25** 
Sheraton 4.00- 8.85 6.75-12.00 
Statler 4.00- 7.00 6.50-11.00 
Warwick 2.75- 3.50 4.00- 6.00** 
York 3.50- 5.00 6.00- 8.50** 


* Rates for suites can be obtained from hotel accepting reservation. 
** Suites not available. 
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Hotel Reservation 


American Dental Association 
September 8-11, 1952 
St. Louis, Missouri 


» A.D. A. HOUSING BUREAU 


911 Locust Street, Room 406, St. Louis 1, Missouri ; 


INSTRUCTIONS: 


Reservations for hotel accommodations may be secured by completing this application and 
mailing it to: A.D.A. Housing Bureau, 911 Locust Street, Room 406, St. Louis 1, Missouri. 

Be sure to indicate your arrival time in St. Louis. Reservations will be held only until 6 p.m. 
of the day you indicate when you will arrive in St. Louis. Failure to notify the hotel of any last 
minute change in your arrival time may result in cancellation of the reservation. 

Names of all persons who intend to occupy the accommodations must be listed on the 
application. 

List four choices of hotels. 

Confirmation will be sent indicating which hotel has accepted the reservation. 

Write the A.D.A. Housing Bureau in St. Louis if you wish to cancel the reservation or make 
any change in your reservation and NOT the hotel to which you were assigned. 


(Please print or type) A.D.A. 
' 
Applicant: 
' 
' 
(Street address) (City) (Zone) (State) 
Arrival in St. Louis __p.m. Leaving 
' 
Accommodations: 
(First choice) (Third choice) 
' Second choice) (Fourth choice) ' 
' 
Single occupancy, rate to range from per day. 
: Double occupancy, double bed, rate to range from $__ to $_ per 
J 
Double occupancy, twin beds, rate to range from per day. | belisted below 
' 
: Suite of __TOOMS, including parlor, rate to range from to per day. 
' Occupants: (use an extra page for listing additional names if necessary) ; 
' 
: Room will be occupied by: ' 
; (Name) (Address) (City) (State) ; 
' 
— — 
(Name) (Address) (City) (State) 
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proved... improved... approved 


the ultimate in precise 
radiographic diagnosis 


: (short and long cone 
technics) 


BER 
yDex 


The Preferred X-Ray 


... at the lowest cost of all! 


@ scan-a-glance 
meter mounting for better control of 
X-Ray factors. 


@ longer tube life 
Tube is capable of 15 MA at 70 
KVP, but X-Ray unit is rated at 10 
MA at 45 to 70 KVP. 


ats 
\ 
a penetration control 
. permits settings of 45 to 70 KVP in 
definite steps of 5 KVP. 


3 NEW exclusive Raytheon 
LONG CONES filament stabilizer 


Improved appearance and increased 
capacity. Holds tube current con- 
stant within 1/20th of a milliampere. 
(Optional at additional cost.) 


exclusive single switch 
now controls both main power line 
and circuit breaker. 


maximum definition 
obtained by a 1 mm square tocal 
spot—an exclusive WEBER feature. 


reversible timer 

helps insure correct exposure. It set 
incorrectly, the timer may be reset 
and over-exposure thus avoided. 
Calibrated from 0 to 12 seconds, 
with second intervals. 


dollar - WEBER RayDex is the BEST BUY 


mal Manufacturing Co. 
Balers in major cities 
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... to the Dental Profession 
and Modern Metallurgy for making 
unchanging Aristaloy amalgam fillings which 


permanently seal the cavities. 


If you are not using Aristaloy, insist that your dealer a ie 
bring you a combination dispenser package today. THE WORLD'S LARGEST 


BAKER INC.+ 850 Passaic Avenue, East Newark, N. J. 
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sharper than any 
you have ever used, All re- 
gular gauges and lengths, 


Plus 
28 ga.and 30 ga. 


Thinner, sharper, stronger 
than you would believe 
possible, 


Plus 
CONICAL NEEDLES 


Give rigidity of a heavy 
gauge needle, with the 
ease of penetration of 
a fine gauge needle. 


Available in Cartridge, 
Luer, Schimmel and 
screw-on Hub types. 
Order through your dealer. 


304 East 23rdStreet NewYork 10 


Prevent Makeovers and 
SAVE Valuable Time! 


ith 


inpression 


PLASTER 


WINTERGREEN 
OR UNFLAVORED 


Forfaithful reproduction of every de- 
tail of teeth and tissue, dentists know 
they’ een trust Cloverleaf Impression 
Plaster. Sets rapidly and ‘accurately; 
distortion-free; breaks with o clean 
fracture. 


HARDITE STONE MODEL 


Holds the case to unchanging dimension 
during curing. Laboratory controlled 
manufacture assures consistent uniformity 
of all properties essential ta perfect fit 
and articulation. 


Alsomanufacturersof: Standard Set Plaster; 
Hard Plaster; Laboratory Plaster; Vulcan- 
izing Stone; Flasking Compound. 


FREE SAMPLES to TEST 
AND COMPARE 


H. B. WIGGIN'’S SONS CO. A-4 
Bloomfield, N. J. 


Gentlemen: 
Please send free sample of: 
CLOVER LEAF XX Impression Plaster 
Wintergreen Unflavored 
HARDITE STONE MODEL [] 


“means “original, 
_. before all others”... 


FR X-Ray solutions were first in concentrated 
liquid form (more than 15 years ago). And) 
through continving research and improvement. 
have maintained their years-chead advantages. 


means “finest, 
better than all others”... 


FR Concentrated Liquid X-Ray Solutions have 
proven their superiority in quality... accuracy 
«+ « Garity diagnostic detail in dental. 
and hospital darkroom: all over America. 


means “safety, 
dependability” . . . 


That's why FR Concentrated Liquid X-Ray 
Solutions ore first in your dental darkroom. 


every way 


KERRMFG.CO. 

Exclusive 

field for FREE: X-ray Developing Guide. Write to Dept. A 


THE FR CORPORATION * 951 BROOK AVE. * NEW YORK 56, N.Y. 
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DEMONSTRATED 


1932—1952 


@® BY AUSTENAL LABORATORIES, INC. 
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Quality controlled for 20 years 
for use in Dentistry and Surgery, 
Vitallium has proved beyond 
doubt it is more compatible with 
human tissue than any other alloy, 
precious or non-precious. The 
unique combination of quality con- 
trols and proved compatibility are 
an unequalled safeguard.to your 
professional ethics and interests — 
and provide your patients with 
dental appliances you can rely upon. 

Insist on genuine Vitallium appli- 
ances, processed only by author- 
ized Vitallium Laboratories—lead- 


ers in their field the world over. 


AUSTENAL 


THERE IS A VITALLIUM LABORATORY NEAR YOU 
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As the arrangement of the keys and stops on a pipe organ 
permits the artist to achieve perfection, so the design 
of a Ritter Model "F’’ Unit permits the fullest use 


of your skill. Within finger-tip reach you have a complete 


set of low voltage instruments, properly angled for easy 
grasp... the famous, silent Ritter engine with the 

greatest range of speeds at the handpiece, 1000-6500 r.p.m. 
With a Ritter “F" Unit you finish the day relaxed and with 
plenty of reserve. Ask your Ritter Dealer for a demonstration. 
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More Dentists Recommend 
POLIDENT than any other 
Denture Cleanser 


POLIDENT with INTHUE 


been agaleved by the incorperation tr 
o new ingredient INTHOL, which exerty 
positive gerra-killing oction against 
isms, nomirritating ond 
to the patient and denture. 


Here's what inthol 


dentures ere odorless 
. +, dentures are spotlessly clean, 


HUDSGN PRODUCTS Jersey Clty 


~HUDSON PRODUCTS 

1 Jersey City 2,N.J. Dept. E-42 

i 


Please send me Professional samples of the 
New Polident with Inthol. 


Please Print 


City 
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On the job! 


Our volunteer speakers are saving 
thousands of lives today . . . in facto- 
ries and business offices . . . at neigh- 
borhood and civic centers . . . at social, 
fraternal and service group meetings 
all over this land . . . by showing 
people what they can do to protect 
themselves and their families against 
death from cancer. 


In laboratories and hospitals, from 
coast to coast, our volunteer dollars 
are supporting hundreds of research 


and clinical projects that will save 
countless more lives tomorrow. 


To find out what you yourself can do 
about cancer, or if you want us to 
arrange a special educational pro- 
gram for your neighbors, fellow- 
workers or friends, just telephone the 
American Cancer Society office near- 
est you or address your letter to 
“Cancer” in care of your local Post 
Office. One of our volunteer or staff 
workers will be on the job to help you. 


American Cancer Society 


a 
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On the labial surface of 
Trubyte Bioform Teeth you 


will find striations that react 


to light exactly as did the 


striations on the natural teeth 


ge of which they are actual copies. 


NEW IN EVERY WAY 


first'vacuum fired porcelain” 


Judge TRUBYTE BIOFORM TEETH 
for yourself. 


Observe their labial markings. Hold the teeth up 


to a bright light and see for yourself how dense 


they appear. Then critically examine Trubyte 


Bioform Teeth in the mouth. View them in the 


brightest natural light and then 


again in the most subdued arti- 


ficial light. You will be delighted 


with what you see. You will agree 


that only the finest natural teeth can 
have all of the vitality and sparkle of 
Trubyte Bioform Teeth. 


_N 
Never before could you do so much for your denture patients 


they look alive 
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